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Neu aureomycut munumal dos- 


I rom among age for adults— four 250 mg. 
al | anti bioties. capsules daily, with milk. 
Orthopedic Surgeons 

often choose 


AUREOMYCIN 


Hydrochloride Crystalline 


because 
Aureomycin, following oral administra- \ 
tion, diffuses rapidly into the skeletal and \ \ 


structural tissues of the body. 


Aureomycin exhibits little tendency to 
favor the development of resistant bac- 
terial strains. 


Aureomycin in daily repeated small dos- 
age gives satisfactory serum levels, and 
may be continued over a long period. 


Aureomycin has been reported to be clin- 
ically effective against susceptible organ- 


isms in the following conditions fre- 
quently seen by the orthopedic surgeon: , 
Suppurative Arthritis ¢ Osteomyelitis iy 
Infected Compound Fractures Osteitis 


Brucella Arthritis Periostitis 


Throughout the world, as in 
the United States, aureomycin ts 
recognized as a broad-spectrum 

antibiotic of established effectiveness. 


Capsules: 50 mg.—Bottles of 25 and 100; 250 mg.— Bottles 
of 16 and 100, Ophthalmic: Vials of 25 mg. with dropper; 
solution prepared by adding 5 ce. of distilled water, 


LEDERLE LABORATORIES DIVISION 
AMERICAN Ganamid COMPANY 
30 Rockefeller Plaza, New York 20, N.Y. 


The Reading Room, Folger-Shakespeare Library, Washington, D.C, 
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June, 1952 ADVERTISEMENTS 


A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long leaf pines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

f-dgore facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 


For further information write: 


The Pinebluff Sanitarium, Pinebluft, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


(Raytheon Radar Microwave Diathermy) 


. . . the indicated, modern treatment for 
high clinical efficiency —extreme ease and speed of application 


NO TANGLE WITH TELEVISION 

(Raytheon Radar Microtherm employs frequencies way, way above the tele- 
vision wave range. No danger of interference) 

TRY IT, without obligation on your part. Ask us to make arrangements for a 
free trial in your own office. 

Microtherm’s many advantages include: 

Penetrating energy for deep heating 

Desirable temperature ratio between fat and vascular tissue 

Effective production of active hyperemia 

Desirable relationship between cutaneous and muscle temperature 

Controlled application over large or small areas 

No tuning — no electrodes no pads—no shocks or arcs— no contact 
between patient and directors 


NO TELEVISION INTERFERENCE TROUBLES . 


JUNE 30, 1952, LAST DAY FOR THE USE OF ANY BUT F.C.C. APPROVED 
DIATHERMYS. PLEASE CALL US IF WE CAN ASSIST YOU. 


WINCHESTER 


“CAROLINAS’ HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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June, 1952 ADVERTISEMENTS 


PRESS HAILS DOCTORS PROGRAM 


EDITORIAL COMMENTS FROM LEADING NORTH CAROLINA DAILIES 


The amount of space given in both 
news and editorial columns through- 
out the State press to the announce- 
ment of the Medical Society’s new 
Doctors Program testified to the 
widespread interest engendered by 
what has been called the most im- 
portant advance in North Carolina 
medical economics in years. 


As Hospital Saving spread the 
word about this important new pro- 
tection, which it has been designated 
by the Medical Society to administer, 
reaction was immediate and enthusi- 
astic. A sampling of editorial com- 
ments foliow: 


The Durham Morning Herald titled 
its editorial “A ‘Doctors Program’ for 
Better Medical Care” and said: ‘The 
details as described in the news dis- 
patches from the society’s meeting in 
Pinehurst indicate both broad cover- 
age and liberal income limits for 
participants.” 


The Charlotte Observer headed its 
comment, “The Doctors Prescribe a 
New Remedy,” and called the pro- 
gram “worthwhile” and “a start to- 
ward a reasonable, sensible plan for 
enabling low-income families to ob- 


tain and to afford adequate medical 
care without serious damage to the 
family budget or at the public ex- 
pense.” 


The Greensboro Record under the 
title, ““A Constructive Move,” stated: 
“The Record is pleased that leaders 
of the medical society have made this 
sincere attempt to help solve the med- 
ical problem which faces the great 
majority of families and individuals 
sooner or later.” 


The Twin City Sentinel of Winston- 
Salem, under the heading, “Doctors 
Have Developed Their Own Health 
Plan,” stated that the Doctors Pro- 
gram “constitutes in its present form 
an important step forward by the 
Medical Society in its efforts to make 
it less difficult for North Carolina 
people to meet the mounting costs of 
hospitalization and medical care.” 


The Raleigh News and Observer 
commented that the Doctors Program 
“is a commendable one and appears 
to be sound,” and saluted the leaders 
of the medical profession in the State 
for recognizing the problem of ade- 
quate, low-cost medical care, and be- 
ing ‘willing and anxious to deal with 


CHAPEL HILL, N. C. 


THE MEDICAL SOCIETY OF THE 
STATE OF NORTH CAROLINA SPONSORS 
THE NEW DOCTORS PROGRAM AND 


HOSPITALESAVING £ASSOCIATION 
(BLUE CROSS-BLUE SHIELD) 
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Brooklyn 6, N.Y. 
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A Modern Hospital 


for the 
Treatment of Alcoholism 


A private hospital employing the latest scientific Hormones -Vitamin treat- 
ment (*Hormovit), Conditioned Reflex, Psychological, Psychiatric, Biological 
and other tested methods for the rehabilitation of consent patients suffering 


from alcoholism. 


Under the direction of a competent licensed physician with five consulting 


physicians subject to call. Registered nurses in charge 24 hours daily. 


All equipment modern with facilities to take care of fifty patients both 


male and female. 


» The White Cross Hormones-Vitamin and Conditioned Reflex Treatment is 
a common sense approach to the actual removal of the CAUSES creating the 
desire for alcohol. It is the result of years of clinical research and experience... 


sound in principle... thoroughly safe ... successfully used in thousands of cases. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
in the quiet serene mountains of Virginia, conducive to rest, comfort and recuperation. 


Doctors’ inspection invited. For information, phone or write 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11 
Salem, Virginia — Phone Salem 4761 


*Hormovit is the exclusive trade mark of the White Cross Hormones-Vitamin Treatment Copyright 1952, H. N. Alford, Atlante, Ge 
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| FOR THE PEPTIC ULCER PATIENT 


| “DOUBLE-GEL ACTION” AMPHOJEL 


relieves pain promptly 


promotes rapid healing 


no kidney damage 


never causes alkalosis 


no acid rebound 


pleasant to take 


Suppuiep: Liquid, bottles of 12 fl. oz. Also 
| Wyeth available: Tablets of 5 grains and 10 grains 


After 15 years of clinical use, still a leading pre- 
scription product for peptic ulcer— 


ALUMINUM HYDROXIDE GEL @ ALUMINA GEL WYETH 


Wyeth Incorporated, Philadelphia 2, Pa. 


stops gastric corrosion 


provides a soothing protec- 
tive coating over the ulcer 


imposes no added burden 
on kidney function 


buffers gastric contents 
moderately ; permits normal 
neutralization of alkaline 
secretions of upper intestine 


even in excessive doses. 

Does not cause unphysio- 
logic alkalinity and conse- 
quentacidsecretoryresponse 


smooth, creamy, pleasing 
taste and texture 
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Higher concentration —Sodium SuLamyp® Ophthalmic Solution provides 
sulfacetamide, a sulfonamide soluble to a concentration Es 30% at physiologic pH. 


Wide therapeutic range—Effective against all c common eye pataegens, 
both gram-positive and gram-negative. 


Rapid, deep penetration—Higher solubility and concentration 
produce local therapeutic levels within 15 minutes. 


Excellent results—In eye injury—no loss of working diac ne 
in 98.87 per cent of one series of 11,953 cases; 
in eye infections—rapid healing. 


tng ition @ 
SU LAMYD Ophthalmic Solution 30% 


(Sodium Sulfacetamide—Schering) 


Sodium SULAMYD Ophthalmic Solution 30%: 
Sodium SULAMYD Ointment 10%: %o2.1ubes. 


CORPORATION BLOOMFIELD, NEW JERSEY 
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When the patient’s food intake is inadequate to supply essential nutrients in 
proper amounts, clinical experience has demonstrated the supportive value of a 
dietary supplement providing substantial quantities of virtually all needed 
nutrients— protein, vitamins, minerals, carbohydrate, and fat. The choice of 
the supplement prescribed, to a large extent, can determine the efficacy of the 
supplemented diet since over-all nutrient adequacy is the primary aim. 

It is apparent from the data shown below that Ovaltine in milk can serve 
well in markedly increasing the intake of virtually all known nutrients. Taken 
daily during periods of inadequate consumption of other foods, it offers an 
excellent means for preventing subclinical nutritional deficiencies which can 
undermine gencral health or retard recovery from illness. 

The appealing flavor of Ovaltine makes it acceptable to children as well as 
adults, including the aged. Ovaltine in milk is easily digested, an important 
feature when digestive disturbances are a factor. 

Patients have the choice of either Plain or Chocolate Flavored Ovaltine, 
both of which are similar in their wealth of nutrients. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three Servings of Ovaltine in Milk Recommended for 
Daily Use Provide the Following Amounts of Nutrients 


(Each serving made of % oz. of Ovaltinesand 8 fl. oz. of whole milk) 


MINERALS VITAMINS 


*CALCIUM *ASCORBIC ACID. .... 
CHLORINE... 


* 
PANTOTHENIC ACID... 
*PHOSPHORUS *THIAMINE. 
POTASSIUM 

12 


*VITAMIN D 


*PROTEIN complete) 


*Nutrients for which daily dietary allowances are recommended by the National Research Council. 
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Man-eagle design 
from Hopi Indian food bowl 


DELICIOUS WAYS TO SERVE LARGE 
AMOUNTS OF PROTEIN IN LOW BULK 


Served in baked goods, custards, puddings, ice cream and other desserts — or in milk — 


ESSENAMINE COMPOUND POWDER (with carbohydrate 25%), 
vanillin flavored — provides the high protein needed by the nutritionally deficient or 
seriously ill patient, without the bulkiness of ordinary foods. Or Essenamine may be 
served as a pleasantly crunchy “cereal,” plain or with milk, cream or sugar, in the form of 


ESSENAMINE COMPOUND GRANULES (with carbohydrate 30%), 


vanillin flavored 


“With a high protein diet, healing begins on the first day.’’* 


PROTEIN CON 


ESSENAMINE POWDER (unflavored) 
7% and 14 oz. glass jars. * 


ESSENAMINE COMPOUND POWDER (Vanillin Flavor) 
1 Ib. glass jars. 


ESSENAMINE COMPOUND GRANULES (Vanillin Flavor) 
7% oz. and 1 Ib. glass jars. 


New 18, N.Y. Winosor, Onr. 


SUPPLIED IN THREE FORMS: 


* Matthews, J. G.: Care and Healing of Traumatic Wounds. Northwest Med., 50:512, July, 1951 
Essenamine, trademark reg. U. S. & Canada 
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Dr YCO for easy digestion 


40 often, the hot summer season brings upset stomachs, 
fermentative diarrhea, impaired infant digestion . . 


Dryeo”. . . for 30 years amost readily digested formula for prematures . 
offers your tinier patients valuable help.* Check these advantages:— 

LOW IN FAT 

HIGH IN PROTEIN 


LOW IN CARBOHYDRATE 

|. ENRICHED WITH VITAMINS A AND D 

FINE, FLOCCULENT CURD THE HALF WHOLE, HALF SKIM-MILK MIXTURE 
Only vitamin C need be added. Reconstitute Dryco in cold or warm 


water. Use in a wide range of formulas according to nutritional requirements. 
Additional data and samples will be mailed on request. 


*Gordon, Harry H.: Feeding of Premature Infants, American 
Journal of Diseases of Children 73:713 (June) 1947. 


® Each tablespoonful supplies 3144 calories. 
Dr co Frequently used for supplemental feedings. 
Available at pharmacies in 1 and 24% Ib. cans. 


Prescription Products Division, The Borden Company, 350 Madison Ave., New York 17 
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for medicine... produced with care... designed for health 


| adrenal 

reserves 
| Upjohn Adrenal Cortex Extract 


ADVERTISEMENTS June, 1952 


New Nutritional and Therapeutic 
Measures Shorten Period of 
Treatment for Alcoholism 


During the past year control tests have been conducted by the parent 
Keeley Institute using the latest findings in treatment for alcoholism. For- 
merly best results were obtained with a four weeks course of treatment. 
Now, with the use of new nutritional and therapeutic measures the length 


of time required for treatment may be shortened to two weeks in most cases. 


Time required on each case depends on the progress and condition of the 
individual patient. 


Basically the Keeley treatment for alcoholism remains the same. Anta- 
buse and conditioned reflex are not employed, nor is the patient subjected 
to unnecessary restraints. 


The shorter treatment period saves the patient valuable time and re- 
sults in a worthwhile saving in incidental expenses, nursing and other serv- 


ices. 


It is the practice of the Keeley Institute to be guided by the instruc- 
tions of referring physician. He is also kept informed of the patient's pro- 
gress. 


Professional inspection is invited at all times. Advance reservations are 
advisable, especially for lady patients. 


celey INSTITUTE 


Telephone 2-4413 Greensboro, North Carolina P. O. Box 29 
A. F. Fortune, M.D., Medical Director Ben F. Fortune, M.D., Associate Medical Director 
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Haase. Come 
Mow goug he all night 


Dr. Harris is a modest man. He may 
not even be aware that this is one 


reason why his patients have so much 


> confidence in him. Another is his 
~ complete willingness to sacrifice his 
comfort for their welfare. In his 
— wasn’t able to do as much as ! . 
wanted.” In recent years, however, the “ 


odds in his struggle against disease on 


| and death have been immensely a 
| bettered by such powerful new . 
weapons as the antibiotics. Penicillin, 
the first of these to be offered him : 
4 by his ally, the pharmaceutical 


industry, was discovered by chance 
and nearly lost by an accident... _\ 
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... poured in the sink—almost! 


Sir Alexander Fleming’s discovery of penicillin nearly met 
with an accident which might have delayed the benefit 

of this product indefinitely. The unexpected growth of 
mold was almost dumped into the sink; it was saved only 
because of scientific curiosity. 

Some time after Fleming’s discovery, large-scale production 
was undertaken to meet the tremendous wartime needs 
for penicillin. Improvements which were developed in the 
Lilly Laboratories substantially increased the yield. More 
recently, a development in penicillin research has made 

it possible to treat in the office or home many patients 
who otherwise would require hospitalization. By eliminating 
the need for more frequent injections, this advancement 
has saved thousands of hours for physicians 

and their assistants. 

In addition to seeking new products, Lilly research 
improves existing medicines in order to provide more 
efficient therapy. 


ELI LILLY AND COMPANY - INDIANAPOLIS 6, INDIANA,U.S.A. 
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THE PSYCHOSOMATIC ASPECTS OF HYPERTENSION 


PAUL F. WHITAKER, M.D., F.A.C.P. 


Until very recently the structural concept 
of pathology has received much more em- 
phasis both in teaching and in practice than 
has psychopathology. There is now encour- 
aging evidence to make one believe that the 
proper concept of disorders of function is 
steadily emerging. This is as it should be, 
for the psyche and the soma cannot be sep- 
arated in the proper consideration of disease 
in any branch of medicine. Indeed, the sound 
concept is that all medicine is psychosomatic, 
and it is well to observe that there can and 
should be no attempt at over-simplification 
of so intricate a problem. 

Even the time in which we live necessi- 
tates an increasing awareness and under- 
standing by physicians of the psychologic 
factors of illness. History, perhaps, has never 
witnessed a more fearful or stressful period. 
Emotional unrest is widespread and increas- 
ing. In their awareness of emotional factors 
in morbidity, and in their hunger and quest 
for guidance, the people whom we serve are 
turning more and more to non - medical 
sources. In realization of these conditions, 
the word health has recently been given a 
broad and authoritative connotation’. The 
World Health Organization, in its constitu- 
tion, defines health as a state of complete 
physical, mental, and social well-being, and 
not merely the absence of disease or infirm- 
ity. The implications of their definition are 
clear. The physician who accepts it, in his 
ministry to suffering people, must continu- 
ously try to aid the mental and social well- 
being of his patients, even though he realizes 
that he cannot alter the physical course of 
their disease. Those of us who practice medi- 
cine in this spirit have found it wearying, 


~ Read by invitation before the North Carolina Regional Meet- 
ing of the American College of Physicians, Duke Hospital, 
Durham, North Carolina, December 6, 1951. 


KINSTON 


but at the same time gratifying and heart- 
warming. 

Certainly no apology is necessary for the 
title of this discussion, although a few years 
back it might have needed some explana- 
tions. Schroeder makes the following apt 
and lucid statement: “Arterial hypertension, 
especially that variety called ‘essential’ is a 
psychosomatic disorder.” It is well known, 
however, that multiple factors enter into its 
genesis. This discussion deals essentially with 
the psychologic and neurologic influences 
concerned in essential hypertension, which, 
in the light of present knowledge, seem to 
be common etiologic factors, and also to some 
extent with the nervous, renal, and endocrine 
(adrenocorticogenic) influences concerned in 
maintaining an elevated blood pressure. 

Those forms of hypertension believed to 
be associated with other conditions such as 
disturbances of the endocrine glands (such 
as adrenal and pituitary tumors), renal ex- 
cretory insufficiency, either from obstruc- 
tion or parenchymatous kidney disease, con- 
genital anomalies (such as coarctation of 
the aorta), and diseases such as polyarteritis 
nodosa, are not germane to the point of this 
discussion. 


The Problem of Hypertension 


Essential hypertension is the most im- 
portant single process in cardiovascular dis- 
ease. According to Metropolitan Life Insur- 
ance statistics, almost one fourth of all peo- 
ple over 50 die of the effects of hypertension 
in one of the vital organs. Therefore, it is 
the gravest problem of middle life, cancer 
not excepted’. From the clinical standpoint, 
it is estimated that at least 90 per cent of 
hypertensive cases fall into the classifica- 
tion of essential hypertension, and the ma- 
jority of the remaining 10 per cent are sec- 
ondary to renal disease’. 
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The end results of hypertension are well 
known. It eventually produces irreversible 
structural changes, and unless death occurs 
from some intercurrent condition, it happens 
in one of three ways. The late Dr. Manfred 
Call IIl* succinctly demonstrated this to his 
students by drawing a triangle and labeling 
the three sides cardiac failure (approxi- 
mately 50 per cent), cerebral accidents (ap- 
proximately 30 per cent), and renal failure 
(approximately 10 per cent). 

It is well to state that essential hyper- 
tension, like diabetes, is not a single disease. 
From one standpoint it is only a sign, com- 
parable to fever, albuminuria, hyperglyce- 
mia, or rapid heart action. With all of the 
multiple and admirable research into the 
nature of the problem, there are still wide 
gaps in fundamental knowledge, and con- 
fusion and controversy concerning it remain. 
It is possible, however, from available knowl- 
edge to integrate a satisfactory conception 
that is reasonable, helpful, and valuable from 
the standpoint of both understanding and 
therapeutics. 

The Role of the Personality 

Any discussion of the genesis of this mal- 
ady immediately concerns itself with the 
personality of the victim. There are no fixed 
standards for personality, and there are 
broad variations in the type of personality 
able to make successful adaptation. Glover'”’ 
defines the normal personality as being free 
of symptoms, unhampered by mental con- 
flict, having a satisfactory working capacity, 
and being able to love other people. It seems 
to me that it would be wise to add to these 
attributes, adequate self-esteem, an optimum 
number of sound ideas, a sufficient quantity 
of good will, and the absence of excessive 
hate. 

The psyche or personality has multiple 
facets and functions. It acts as a co-ordinat- 
ing center to achieve such immediate physi- 
cal and emotional satisfactions as are so- 
cially permissible, and, at the same time, 
plans for those best reserved for the future. 
Obviously the parts of the personality must 
work together harmoniously to keep the in- 
dividual in harmony with both himself and 
his environment. 

Studies of personality development reveal 
that the basis of most pathology of the psy- 
che is established in early life. The brain at 
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birth is comparable to a clean plot of earth 
upon which the edifice of the personality is 
to be constructed. Various traumatic exper- 
iences produce permanently deleterious ef- 
fects upon the personality structure, result- 
ing in weak links which may not become 
manifest until a crisis occurs in adult life. 
The subconscious mind is a veritable store- 
house of all the experiences to which we have 
been subjected. Little that happens to us is 
actually forgotten. 

From this vast gray sea of the past (the 
subconscious), there wells up from varying 
depths of repression the driftwood of our 
lives, the fears, frustrations, traumas, griefs, 
disappointments, injustices and animosities 
to haunt and disturb us with varying intensi- 
ties. In the struggle for maturity, which 
Saul” has termed ‘“mankind’s central prob- 
lem’’—a problem which few of us ever ac- 
tually completely solve—we are subjected to 
multiple conflicts and experiences, including 
all of the wandering passions of the human 
spirit. All this is by way of saying that each 
human being, hypertensive or otherwise, is 
a unique and strange equation, consisting 
not only of protoplasmic structure, but also 
of that intangible but powerful and vital 
component known as spirit, upon which has 
been recorded the impact of all of the experi- 
ences of our lives. 


Psychologic Factors Common to 
Hypertensive Persons 

Dunbar" has noted similarities in the psy- 
chologic factors at work in hypertensive per- 
sons as recorded in their case histories. Some 
of these occur in people without hyperten- 
sion, but the implication is that they are not 
common to the general population. They are 
briefly summarized as follows: There is a 
history of unsolved conflict with authority, 
extending into all spheres of adjustment. 
Unable to break away completely from par- 
ental domination, these people manifest a 
need for dependency. In coping with their 
conflicts, they attempt to make themselves 
important and liked, but constantly frustrate 
themselves, because of pent-up resentment. 
Having a fundamental insecurity and lack 
of confidence, they overcompensate compul- 
sively by tendencies toward perfection. Os- 
cillating between active and passive tenden- 
cies,¢they alternately overindulge or over- 
discipline themselves. They brood about their 
difficulties or escape from them by over- 
indulgence. Apprehensive over their illness, 
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they become pre-occupied with dying. They 
are markedly aggressive, and though they 
attempt to repress it, they often demonstrate 
great rage. They are victims of ambival- 
ence, which is a double attitude of conscious 
friendliness with much unconscious hostility 
that has to be kept concealed. As a result of 
their emotional status, they are in a chronic 
state of tension. 

These observations, along with those of 
Weiss’, suggest a deficiency or a disturb- 
ance in the personality of hypertensive per- 
sons. Whether these personality defects are 
inherited, are acquired during childhood, 
adolescence or youth, or are developed in 
adult life as a result of circumstances con- 
sidered by the individual to be hostile to him 
and presenting problems which his capabili- 
ties cannot solve, cannot be stated definitely. 
The important point is that these disturb- 
ances are present. 

If we add to the foregoing studies the com- 
mon clinical practice of allowing for the 
emotional element in blood pressure read- 
ings; the relationship of emotional stress to 
the onset of hypertension in certain cases; 
the fact that anxiety frequently aggravates 
existing hypertension; the part that rest 
and reassurance and sedation play in man- 
agement; the nervousness, tenseness, and 
emotional lability of many hypertensive pa- 
tients, then we must be convinced of the 
great importance of psychologic factors in 
the genesis of hypertension. 


Other Factors 


This brings us to other factors concerned 
in its pathogenesis. Heredity, is in some way 
significant. All of us who have observed sev- 
eral generations of one family of hyperten- 
sion appreciate its significance. The cold 
pressor test”) supports the existence of an 
hereditary factor, suggesting the transmis- 
sion of susceptibility to the condition in cer- 
tain families. There is also some evidence to 
suggest the influence of race and climate’, 
although these factors are not pertinent to 
this discussion. 

The neurologic factor is of extreme im- 
portance in the mechanism of production of 
essential hypertension. The essential parts of 
the nervous system involved in hypertension 
are the hypothalamus and the sympathetic 
nervous system. It is through the nervous 
system that the noxious stimuli from the 
psyche are transferred and mediated. While 
the exact pathways by which cortical im- 
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pulses reach the hypothalamus and set off 
discharges through the sympathetic nervous 
system in the brain, blood vessels, and en- 
docrine glands are not thoroughly under- 
stood, the results of such discharges are 
evident. 


It is known that increased peripheral re- 
sistance is accountable for the picture of 
essential hypertension. Based upon clinical 
observation and reasoning, it has long been 
assumed that increased peripheral resistance 
results from hypersensitivity of the constric- 
tor nerves supplying the arterioles in the 
various vascular beds of the body, resulting 
in vasospasm. Many subjects, both with and 
without hypertension, show prolonged in- 
crease in blood pressure with emotional dis- 
turbance, and this persists even after block 
of sympathetic impulses. This immediately 
suggests a humoral or chemical factor; and 
of most concern in the problem of hyperten- 
sion, in addition to the effects on the blood 
vessels, are the effects of sympathetic stimu- 
lation on the kidneys and endocrine organs. 
Renal ischemia resulting from sympathetic 
stimulation may cause the kidney to excrete 
into the blood stream humoral pressor sub- 
stances, which maintain blood pressure ele- 
vation over a long period by acting on the 
blood vessels and increasing peripheral re- 
sistance. It is reasonable to assume that the 
mechanism so released can, and in fact does, 
result in further prolonged action and, re- 
peated often enough, becomes fixed and re- 
sults in irreversible changes. 

There are evidently many pressor mecha- 
nisms present in the body of a humoral na- 
ture. Some have been identified. Some have 
not been, although their pharmacolgic action 
is partially understood. Palmer‘''’ makes the 
prediction that many hormonal links will be 
found between the psyche and the soma. 
Eight of these pressor substances are renal 
in origin. It is reasonably certain that at 
least one is mediated by the adrenal cortex, 
either through sympathetic nerve endings or 
through the production of adrenocorticotro- 
pic hormone from the pituitary, although 
only a few facts regarding it are known. 
Others of these pressor substances have the:r 
source in blood, urine, tissue, or protein. All 
are discussed in the recent splendid paper of 
Schroeder’. The practical implication that 
he makes is that all of them have to do with 
the sustaining factors of hypertension rather 
than with the precipitating factors. 
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From the foregoing, it is reasonable to 
assume that emotional storms and conflicts 
generated in a suitably conditioned psyche, 
seek and find release in the blood pressure- 
controlling physiologic mechanisms of the 
body, just as other psychic factors, for ex- 
ample, seek expression in the smooth mus- 
cle of the gastrointestinal tract''”’. 


Improving the Management of 
Hypertensive Patients 

With the knowledge now available I think 
it is possible to improve the management of 
hypertensive patients. ‘‘Self-discipline is 
needed in this undisciplined world.” This 
statement applies to physicians as well as 
other people. Remember that the bulk of 
practice consists not in curing people but in 
caring for them. I am not certain that sphyg- 
momanometers haven’t done more harm than 
good. A compassionate untruth is often more 
beneficial than the truth stated in an unfeel- 
ing manner. Where do you think your own 
blood pressure would go if you were a sen- 
sitive hypertensive and your doctor slapped 
a cuff on your arm before you were barely 
seated, gave a few pumps, and snarled: 
“How ya’ coming? Let me see, what was your 
pressure last week? Oh yeah, not much 
change. Keep taking the same medicine. See 
me in about two weeks.” I ask you if this is 
an exaggeration? 

May I close this discussion by making a 
few suggestions that may be helpful in im- 
proving the therapy of hypertension? 

1. If not already possessed of it, acquire 
a working knowledge of personality develop- 
ment, psychopathology, and psychotherapy. 
Give disturbance of function the same em- 
phasis in your thinking as alteration in 
structure. Until this is done by the general 
physician the crying need of millions of psy- 
chologically disturbed people will not be met. 

2. Really study the patient as a whole. 
Stop giving mere lip service to this concept. 
Study the personality as well as the body. 

3. Remember that in treating sick people 
we are not dealing with cells and organs 
alone. We are dealing with human beings 
whose dignity should be respected. It is with 
the individual that we deal basically. His 
disease is an unfortunate circumstance, and 
we must admit that, for the most part, he 
displays resilience and fortitude in dealing 
with it. Therefore, we should respect the 
human spirit contending with and, more 
often than not, rising above psychic and 
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physical infirmity. With this attitude we will 
cease to disparage disturbed people by call- 
ing them “crocks,” and will receive the same 
thrill from helping them that we would in 
detecting and curing a case of amebiasis, for 
example. 

4, Encourage and give the patient time to 
tell his story—to talk about personal prob- 
lems. Enter into his mind with sympathy and 
understanding. Be a good listener. 

5. Look for and explain the time relation- 


_ship between emotional episodes and the on- 


set of his illness. Ask the patient to give his 
own explanation of his illness. Explain to 
him the mechanism of symptom formation, 
and how tension and conflict seek expression 
through the organs and systems of the soma. 

6. Tell your patients that many of their 
symptoms, such as headache, dizziness, and 
fatigue, are out of proportion to their eleva- 
tion of blood pressure, and point out to them 
that emotion, by seeking bodily expression, 
may be producing their symptoms'!*. 

7. Reassure your patients frequently. Let 
them know that many people with hyperten- 
sion live long and useful lives. Tell them 
about people who have carried on usefully 
with hypertension for a long period of years. 
Concentrate more on the patient’s comfort 
and peace of mind, and less on trying to 
bring his blood pressure down. It will often 
come down if the first suggestion is accom- 
plished. 

8. Don’t overdo advice about rest and va- 
cations. No one can run away from trouble. 
Remember that rest means mental and emo- 
tional rest, as well as physical rest. Encour- 
age the patient to engage in work and social 
endeavors within his limits. This sublimates 
anxiety, externalizes and channels psychic 
energy, and diverts attention from somatic 
sensations. 

9. Attempt to desensitize the patient to 
unfavorable environmental influences by re- 
peated discussions. Let him understand that 
life consists of the ability to ‘take it’ as well 
as enjoy it. If desensitization is unsuccessful 
and modification of environment impossible, 
then change of environment may be cau- 
tiously approached. 

10. Finally, remember that hypertension, 
like diabetes or cardiac disease, requires 
more or less constant supervision. Don’t 
apologize for having emotionally disturbed 
people return often for psychotherapy. We 
make no apologies to a diabetic or a heart 
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patient for doing so. Furthermore, some pa- 
tients won’t keep appointments just to com- 
plain or have their blood pressure taken, 
although they will go to a cultist or an osteo- 
path for massage. Therefore, bimonthly in- 
jections of some innocuous vitamin prepara- 
tion several times a year might serve to keep 
them coming back for 15 or 20 minutes of 
needed psychotherapy. 


The physician who follows these sugges- 
tions, joining human warmth and _ under- 
standing to professional skill, will not only 
find greater happiness personally, but will 
widen the scope of his usefulness. “Only by 
so doing will he accept the whole burden and 
fulfill his destiny.” It is the second mile 
enjoined in the text, “And whosoever shal! 
compel thee to go a mile, go with him twain.” 
The true physician will accompany his pa- 
tient on the second mile and to the end of 
the road. 
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BARBITURATE ADDICTION 


J. R. SAUNDERS, M.D. 
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It is the purpose of this paper to examine 
a problem that is becoming more and more 
acute as time goes by—barbiturate addiction. 

Many essayists consider the terms chronic 
barbiturate intoxication and barbiturate ad- 
diction as being synonymous. Medical dic- 
tionaries say merely that addiction is the 
state of being given up to some habit or 
practice, as a drug habit. Isbell” states that 
chronic intoxication with barbiturates repre- 
sents a true addiction no matter how addic- 
tion is defined. 

Barbital, introduced under the trade name 
of Veronal”) by Fisher and Von Mering in 
1903, was the first of the series of barbitu- 
rates to become official in the United States 
Pharmacopeia. Close to 2,000 kinds of bar- 
biturates have been developed, but probably 
not more than 25 have survived clinical use. 
As we know, most new preparations are ex- 
tolled by their manufacturer as being super- 
ior, in terms of potency, efficiency, short- 
ness of action, margin of safety, and size of 
capsule or tablet, to anything yet produced. 

As early as 1913 the habit-forming proper- 
ties of the barbiturates were recognized. In 
1913, Dr. Frederick J. Farnell wrote: “There 
has recently been introduced in this country 
a new sedative and hypnotic called Lumi- 
nal.”®) Dr. Farnell stated further that this 
drug was capable of producing toxic and 
untoward symptoms in some patients, and 
that the toxic action of the drug did not 
manifest itself until an accumulative reac- 
tion had taken place. The accumulative and 
habit-forming properties of this drug are 
one of the most difficult problems with which 
we have to deal. 


The Use and Abuse of Barbiturates 


No one will deny that phenobarbital, as 
well as other barbiturates, has been of great 
value in the treatment of many diseases. 
Many of us can recall that phenobarbital, 
until the introduction of Dilantin and other 
anticonvulsants, was the drug of choice in 
the treatment of epilepsy. Barbiturates are 
also useful as hypnotics, sedatives, and anes- 


~ Read before the annual meeting of the Southern Psychiatric 
Association, Pinehurst, North Carolina, December 10, 1951. 
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thetics when properly prescribed by a physi- 
cian —and a physician only — who under- 
stands his patient and the effects of the 
drug. 

The promiscuous and indiscriminate use 
or abuse of barbiturates has become a prob- 
lem of increasing concern to many physi- 
cians, law enforcement officers, and legis- 
lators. The production of barbiturates has 
steadily increased and now appears to exceed 
greatly the amount needed for therapeutic 
purposes. In 1948 the total production of 
barbiturates in the United States was 672,- 
000 pounds’, an amount roughly equivalent 
to 3,057,730,000 capsules or tablets of 0.1 
Gm., or 1!5 grains each, or approximately 
24 doses for each person in the United States. 
The seriousness of the situation has been 
well publicized, and many are agitating for 
laws similar to those governing the sale and 
use of narcotics. 


The need for legal control 

In February, 1951, I asked my congress- 
man for information concerning the federal 
laws relating to the sale and prescription of 
barbiturates. My request was referred to the 
Food and Drug Administration, which is 
controlled by the Federal Security Agency. 
From this agency I received the following re- 
ply: “Some measure of control of the sale of 
barbiturates received from interstate sources 
is achieved under the Federal Food, Drug 
and Cosmetic Act which we enforce, although 
the statute is not designed to deal specifically 
with the barbiturate problem.” It seems that 
the act requires special labeling of barbitu- 
rates, but does not deal with the restriction 
of the sale of these drugs. 
Psychiatric Basis of Barbiturate Addiction 

No doubt psychiatrists will be called on 
more than any other group of medical spe- 
cialists to treat barbiturate addiction, since 
it, like other addictions, is usually super- 
imposed on some underlying psychiatric dis- 
order. People who use drugs chronically 
usually have some form of psychoneurosis 
or a character disorder. Neuroses associated 
with anxiety or insomnia are particularly 
prone to lead to chronic barbiturate intoxi- 
cation or addiction. Barbiturate addicts usu- 
ally prefer the fast acting drugs such as 
Seconal, Nembutal, and Amytal. 
Relation to other addictions 

In many instances alcoholism and narcotic 
addiction predispose to barbiturate addic- 
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tion. The inability to obtain narcotics fre- 
quently causes the individual to switch to 
barbiturates until narcotics can be obtained. 
It is then we have what may be classified as 
the double-header type of addict, because he 
usually continues to take both drugs. The 
alcoholic addict frequently becomes addicted 
to barbiturates when he takes the drug to 
give him a lift or to overcome the bad feeling 
that he gets from the prolonged use of alco- 
hol. The fear that alcohol may be detected 
on his breath may also cause him to switch 
to this drug. 

I have recently been informed that the use 
of Antabuse in the treatment of alcoholism 
has caused some patients to switch to bar- 
biturates while continuing to take Antabuse, 
a condition that no doubt will eventually be 
more difficult to control than their alcohol- 
ism. 

Psychoneurctic patients usually begin tak- 
ing the drug by prescription from physi- 
cians". Tolerance builds up gradually, and 
it is not unusual to find these patients after 
a long period of time taking many times the 
amount originally prescribed. People with 
character disorders are frequently intro- 
duced to the drug by associates for the pur- 
pose of intoxication. These people often com- 
bine the barbiturate with benzedrine or 
alcohol, the benzedrine being taken to coun- 
teract the depressing effect frequently pro- 
duced by large doses of barbiturates. 

Space will not permit a discussion of the 
combined use of alcohol and barbiturates 
which is now so common a practice, espe- 
cially among alcoholic addicts. All physicians 
should familiarize themselves with the syner- 
gistic effect of barbiturates and ethyl! alco- 
hol, and the poisoning that can be caused by 
the combination of these two drugs. From 
the findings of Dr. Harvey Haag of the Medi- 
cal College of Virginia and others who have 
done much research on this subject, we have 
learned to be much more cautious in adminis- 
tering barbiturates to alcoholic patients. 


Criteria of Barbiturate Addiction 

According to a bulletin recently released 
by the Veterans Administration’, it is diffi- 
cult to establish the minimal amount of 
drugs which must be ingested daily in order 
to term the condition chronic barbiturate 
intoxication or barbiturate addiction. Clin- 
ical data suggest that most persons can in- 
gest 0.2 Gm., or 3 grains, of any of the potent 
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barbiturates per day for years without in- 
curring any definite harm. The ability and 
efficiency of individuals who take as much 
as 0.8 Gm., or 12 grains, of a potent bar- 
biturate daily is greatly impaired if this 
amount of drug is ingested for as long as 
two months. The generally accepted criterion 
is the appearance of severe symptoms, in the 
majority of cases, on abrupt withdrawal of 
barbiturates. Patients who have been taking 
0.3 to 0.8 Gm., or 414 to 10'4 grains, of one 
of the potent barbiturates daily fall into an 
intermediate class. Nearly all show some 
evidence of impairment of mental ability. 
Reports from a considerable amount of psy- 
chometric testing indicate a drop of 20 to 30 
in the intelligence: quotient of these pa- 
tients’, and the Rorschach test frequently 
indicates mental changes. 


Signs and Symptoms 

The signs and symptoms of chronic bar- 
biturate intoxication vary with the individ- 
ual. The amount of the drug consumed and 
the length of time the individual has been 
taking the drug are important factors. All 
the symptoms observed are predominantly 
the result of the effects of the drug’on the 
central nervous system, and may be divided 
into psychologic and neurologic signs. 

The psychologic symptoms of chronic 
barbiturate intoxication are early manifested 
by impairment of intellectual functioning, 
poor judgment, confusion, depression, and 
melancholia. An early sign is that these indi- 
viduals neglect their appearance: they be- 
come unkempt and dirty. Their difficulty in 
performing simple psychologic tests has al- 
ready been referred to. They are morose, 
irritable, and have difficulty in performing 
heretofore simple tasks. The fact that they 
take more and more of the drug definitely 
indicates impairment of judgment. Suicides 
may result from the befogged state or de- 
pression brought on by the drugs. Patients 
occasionally regress to an infantile level, and 
have to be waited on and fed. Feces and urine 
may be passed involuntarily. 

Neurologic changes accompanying chronic 
barbiturate intoxication are frequently spec- 
tacular. They often suggest organic disease 
of the nervous system such as multiple scler- 
osis, Parkinsonism, cerebellar brain tumor, 
and other diseases involving the central ner- 
vous system. The signs observed include nys- 
tagmus, tremor, ataxia, dysarthria, hypo- 
tonia, decrease in abdominal reflexes, and 
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occasional transient ankle clonus and Babin- 
ski signs. There are no sensory changes, 

The effects of the drugs vary markedly 
in the same person from day to day. Doses 
which one day cause acute intoxication and 
even coma will on another day produce only 
mild signs of intoxication. This difference 
in effect, like variations in the effect of 
alcohol, is partially related to intake of food. 
The degree of intoxication increases through- 
out the day as the individual ingests more 
and more of the drug, and partially dimin- 
ishes after sleep. 

Partial but not complete tolerance occurs. 
In the average case of barbiturate addiction, 
the daily intake is usually about 1.5 Gm., or 
2214 grains, of one of the potent barbitu- 
rates and, once addiction is established, 
symptoms of severe intoxication do not occur 
unless this amount is exceeded. 


Abstinence Symptoms 

At one time there was considerable contro- 
versy in regard to the symptoms noted in 
withdrawal of barbiturates from chronically 
intoxicated individuals. Symptoms may oc- 
cur if the dosage is suddenly reduced 20 to 
50 per cent of the accustomed amount. Most 
authorities agree that abstinence from bar- 
biturates is more dangerous to life than is 
abstinence from morphine. In the first few 
hours following withdrawal, intoxication de- 
clines, confusion improves, and the neuro- 
logic signs diminish. Soon thereafter, how- 
ever, the patient begins to complain of 
weakness, anxiety, nervousness, nausea, and 
vomiting. Fainting may occur, since there 
are cardiac symptoms such as tachycardia 
and fall in blood pressure. 

Anywhere from 12 to 30 hours’ after the 
last dose of barbiturates is taken, tremor 
and twitching of the various muscle groups 
appear. There may be uncontrollable bouts 
of shaking of the extremities without loss 
of consciousness. These bouts may be classi- 
fied as minor seizures, and can well be the 
forerunner of a grand mal convulsion. The 
Germans have long recognized that with- 
drawal of barbiturates from persons ad- 
dicted to these drugs may be followed by the 
appearance of convulsions, a psychosis which 
resembles delirium tremens, or both. In re- 
cent experiments, Isbell and his co-workers") 
administered pentobarbital, Seconal and 
Amytal to former morphine addicts for three 
to five months. Following withdrawal of the 
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drugs, 4 of the 5 subjects had convulsions, 
and 4 became psychotic. 

This experiment showed that the symp- 
toms of abstinence from barbiturates were 
not due to a combination of intoxication, to 
malnutrition or to a pre-existing psychotic 
or epileptic diathesis. The number of seizures 
varies greatly. Some patients, as has been 
stated, escape seizures altogether. Others 
have only one seizure, and occasionally status 
epilepticus develops. 

After the convulsive stage of abstinence 
symptoms, the patient may improve for a 
day or so, but soon thereafter anxiety re- 
appears and sleeping may be disturbed by 
frightening dreams. As time goes on, actual 
psychotic symptoms in the form of halluci- 
nations and delusions appear. As a rule, the 
patient becomes disoriented as to time and 
place but not person. Recovery usually be- 
gins with the return of the ability to sleep. 
During the delirium the temperature is usu- 
ally elevated 1 to 2 degrees. Recovery from 
the barbiturate withdrawal syndrome ap- 
pears to be complete. 


Differential Diagnosis 

Barbiturate addiction may be confused 
with bromide, alcohol, or opiate intoxication. 
Bromide intoxication can be excluded by 
negative blood tests for bromide. In alcoholic 
intoxication, the odor of aleohol can usually 
be detected on the breath and the blood alco- 
hol level is high. Chronic intoxication by 
opiates presents quite a different picture 
from that of barbiturate intoxication. In 
opiate intoxication, the usual neurologic 
symptoms seen in barbiturate addiction or 
intoxication are absent. 

Chronic barbiturate intoxication occasion- 
ally must be differentiated from Parkinson- 
ism, encephalitis, multiple sclerosis, brain 
tumors, and other neurologic conditions. Con- 
vulsions associated with abstinence from 
barbiturates must be differentiated from 
such conditions as idiopathic epilepsy, brain 
tumors, hysterical seizures, uremia, and 
other conditions associated with convulsions. 
The psychoses that follow the withdrawal 
of barbiturates must be differentiated from 
many other forms of psychoses due to other 
causes. 

Laboratory Aids to Diagnosis 

Extensive laboratory work is being carried 
out in an effort to perfect a satisfactory and 
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practical test for barbiturates.* Unfortu- 
nately, some of the tests are rather complex, 
and the apparatus requires the outlay of a 
rather large sum of money and a skilled 
technician to perform the test. 

The analysis or test depends upon the 
type of barbiturate that has been used. Some 
barbiturates are fast acting, and naturally 
are soon eliminated by oxidization. Others 
are slower acting and, again by their mecha- 
nism, slower to be eliminated. The fast act- 
ing drug induces sleep; the slower acting 
drug does not induce but prolongs sleep. 
Examples: 

Drug 
Pentothal, Evipal 
Nembutal, Seconal 


Amytal, Neonal, Alurate 
Barbital, phenobarbital 


In dealing with cases of Pentothal or Evi- 
pal addiction, it is important to remember 
that the drugs work fast and are eliminated 
fast; if laboratory examination is attempted, 
it is likely that no traces will be found five 
or six hours after exposure. The fact that 
the results are negative does not imply what 
the level was previously. 

Evipal and Pentothal, however, are not 
commonly used except as anesthetics. Seconal 
and Nembutal are the drugs physicians usu- 
ally prescribe and the ones most uniformly 
preferred by addicts. If analysis or examina- 
tion is made 12 to 15 hours after exposure, 
the chances are that only traces or nothing 
will be found. Amytal, Dial, Neonal and Alu- 
rate, being slowly eliminated, naturally can 
be detected over a longer period of time. 
Barbital or phenobarbital may be detected 
as long as a week after ingestion. 


Cobalt color reaction test 

For analysis, urine or blood are the speci- 
mens of choice. Koppanyi and his associ- 
ates perfected the cobalt color reaction by 
which any barbiturate can be detected in 
urine following ingestion. This test is con- 
venient but not specific. False positive reac- 
tions are possible with acetates, sulfona- 
mides, benzoic acid, and other related ureide 
compounds. 

Method: Slightly acidify about 100 ce. 
(possibly less) of urine with several drops 
of dilute sulphuric acid (about 2 per cent). 
Then shake and extract with ether in 200 
ec. portions, each time allowing the layers 


Duration 


*I am indebted to Mr. Sidney Kaye, of the Virginia State 
Laboratory, for the information contained in this paper con- 
cerning the laboratory tests for barbiturates, 
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to separate, coloring the ether layers which 
will contain the barbiturates. Carefully evap- 
orate this ether extract to dryness. Dissolve 
the extract with approximately 3 cc. of 
chloroform. Place about 15 drops of this 
chloroform extract in small test tubes and 
add 2 drops of 2 per cent cobalt acetate (pre- 
pared in absolute methyl alcohol). Overlay 
this solution with approximately 10 drops of 
5 per cent isopropyl amine (prepared in 
absolute methyl] alcohol). A blue, purple, or 
green color will be evident at the interface, 
or narrow intervening layer. This tube can 
be shaken and the blue color will diffuse 
throughout the tube. The intensity of color 
may be used’ as an approximate estimate of 
the amount of barbiturate present. If all 
assay precautions are taken, this procedure 
is sensitive only to approximately 0.5 mg. 
of barbiturate. Moisture will interfere with 
the color formation of the test. Since bar- 
bituric acid derivatives are really urea malo- 
nate (urea and malonic acid), any ureide 
would give this reaction. 


Spectrophotometer test 

A more specific and sensitive test is that 
using the ultraviolet range of the spectro- 
photometer. This method is sensitive to 1 
microgram, and is applicable to blood and 
urine. As mentioned, the cost of equipment 
makes this test impractical for routine tests, 
especially in the blood. The examination of 
the urine is less expensive and more prac- 
tical. 
Electroencephalograms 

In sustained barbiturate intoxication, the 
electroencephalogram characteristically 
shows fast activity, superimposed on slow 
waves. During withdrawal, the fast activity 
disappears and a normal record may follow, 
but if a convulsion is imminent, paroxysmal 
bursts of high voltage slow waves appear. 
The electroencephalogram of grand mal con- 
vulsions due to barbiturate withdrawal is 
indistinguishable from that of similar con- 
vulsions due to other causes. 


Treatment 
It is essential that the treatment of pa- 
tients addicted to the use of barbiturates be 
carried out in a qualified hospital or insti- 
tution. Treatment in the office or home, as 
a rule, proves unsuccessful and may even be 
dangerous in view of possible complications. 
The treatment of barbiturate addiction has 
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two phases: (1) withdrawal of drugs; 
(2) the rehabilitation of the patient. It is 
in the latter phase that adequate psychiatric 
treatment is important. 


Withdrawal of drug 

Once it has been established that a patient 
is chronically intoxicated with barbiturates, 
he should be given 3 to 6 grains") of some 
preparation of barbital orally every six 
hours; the exact amount depends on the con- 
dition of the patient. At times it may be wise 
to give a smaller dose at more frequent inter- 
vals—say every three to four hours. Reduc- 
tion should be carried out very slowly. If the 
patient becomes irritable, sleeps poorly, is 
tremulous and frightened, and does not ex- 
hibit transient nystagmus, the dose is too 
small and should be increased. The dosage 
should not be reduced more than 1 or 1.5 
grains (0.065-0.1 Gm.) daily. It has been 
recommended that the reduction should be 
stopped for two or three days about midway 
the reduction period. As a rule, it should 
take approximately two weeks to withdraw 
the drug from the patient completely. 

Supportive therapy: In addition to the 
gradual withdrawal of barbiturates, it has 
been our practice at Westbrook Sanatorium 
to begin supportive therapy as soon as these 
patients are admitted. By supportive ther- 
apy is meant the administration of vitamins, 
first intravenously and later intramuscularly 
and orally. Special attention is given to fluid 
intake and the diet. As a rule, we give all 
these patients 50 micrograms of B,. intra- 
muscularly every day for at least two weeks, 
and anywhere from 1 to 2 Gm. of Tolserol 
or an allied preparation ‘three times a day 
for the same length of time. After the reduc- 
tion of the barbiturate is completed, the 
amounts of Bs and Tolserol can be de- 
creased, depending upon the patient’s condi- 
tion. It has been our observation that pa- 
tients receiving Tolserol and vitamin By» 
seem to be much more comfortable than those 
who do not receive these aids, and the reduc- 
tion period apparently is not nearly so trying 
for the patient or the physician. 
Rehabilitation 

As soon as the barbiturates have been 
withdrawn, a full psychiatric evaluation of 
the patient should be made with the idea of 
proceeding with the treatment of the patient 
from a psychiatric standpoint. Any physical 
defects should certainly have prompt atten- 
tion. 
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Barbiturate Addiction as a National 
Problem 


There is no mistake that barbiturate addic- 
tion is fast becoming one of our country’s 
greatest medical problems. It is growing by 
leaps and bounds, and no doubt is now more 
difficult to deal with than addiction to any 
other drug, narcotics included. 

Since the federal laws governing the dis- 
pensing of barbiturates appear to be much 
too lax, psychiatrists should do everything 


possible to have enacted a federal law sim- 

ilar to the one now governing the sale and 

dispensing of narcotics. 

As we know, the enactment of laws has 
not eliminated the opium habit; neither will 
it eliminate barbiturate addiction. There- 
fore, other methods of approach will be 
necessary. In my opinion, the drug com- 
panies are not blameless in regard to the 
present situation. Each company is continu- 
ously playing up the virtues of this or that 
barbiturate preparation. I do not recall see- 
ing in any of their advertisements a refer- 
ence to the harmful effects of the drug. 

Since the drug companies have reaped a 
considerable profit from the sale of bar- 
biturates, they should be willing to help 
eradicate this menace. I believe that an in- 
tensive educational program could be con- 
ducted by the drug companies through the 
various medical journals, and in this way it 
would be brought to the attention of many 
a physician how harmful barbiturates may 
become when improperly prescribed. 

The public, as well as physicians, should 
have brought to their attention the fact that 
barbiturate addiction is becoming a nation- 
wide problem, and that unless steps are 
taken to control the sale of barbiturates, it 
will become one of the most serious and 
crippling addictions this country has ever 
known. 
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BLUE CROSS-BLUE SHIELD AND 
THE DOCTOR 


ELDEN C. BAUMGARTEN, M.D. 
DETROIT, MICHIGAN 


The idea of insurance against unpredicta- 
ble illness and disability is not a new one. 
Records show that in the seventeenth and 
eighteenth centuries some such efforts were 
made. Everyone is acquainted with the Ger- 
man “Krankenkasse” under Bismarck. The 
Scandinavian countries have long had some 
type of sickness protection, largely operated 
by the government. About the first instances 
that in any way simulated Blue Cross or 
Blue Shield as we know it today were some 
abortive attempts in Oregon and Washing- 
ton in the 1920’s. California, in 1939, I be- 
lieve, was the first to put into successful 
operation such a plan. Michigan, in 1940, 
and many others followed in rapid succes- 
sion. The idea has swept over the entire na- 
tion and some of the territories, there being 
in existence now some 78 plans in 44 states. 


What Blue Cross and Blue Shield Are 

Now, what is there unique about Blue 
Cross—Blue Shield that it has swept the whole 
country like a storm? No commercial en- 
deavor that I am aware of has made such 
vast strides in such a short period—about 
12 vears. Commercial insurance companies 
have assumed enormous proportions, but it 
has been by a slow and tedious process. They 
have realized the possibilities of some type 
of sickness insurance, but are notoriously 
reluctant to assume risks that cannot be sup- 
ported by actuarial figures and experience 
tables; and they had very little of this in- 
formation until the trial and error method 
of a pioneering Blue Cross and Blue Shield 
made it available. 

To answer this question, then, most of us 
must change our concept of what Blue Cross 
and Blue Shield are. Certainly, we all re- 
member the hectic thirties, when this nation 
passed through the most devastating depres- 
sion in all its history. Jobs, money, and 
credit were nonexistent, and the thing that 
concerned you and me was the sick man, 
woman, or child who could not avail himself 
of hospital and medical services because of 
a lack of funds. It is true, doctors could and 
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did give their services and received remuner- 
ation only when and if possible. Hospital 
bills, however, had to be paid. It is an un- 
deniable fact that the American people, and 
American industry and ingenuity, have al- 
ways risen to the demand in times of need. 
And so it was in this time of need and near 
disaster: American medicine—ihe best the 
world has ever known—accepted the chal- 
lenge and gave birth to the device known to- 
day as Blue Shield. 

We must, therefore, stop thinking of this 
device as just another insurance company, 
and consider it as part and parcel of a great 
social movement involving many other lines 
of endeavor than our own. Fortunately, it is 
evolutionary rather than revolutionary in na- 
ture. To me, it is a way of life; it is a new 
way of living. Our particular part of this 
great social change may well be compared 
with the labor movement of recent times. It 
too was a response to the demands and neces- 
sities of the people, and, although its history 
has been marked by actual violence at times, 
I am sure that in the end the benefits de- 
rived therefrom will justify the means. 

Any radical change in our habits and mode 
of living is certain to result in trouble and 
conflicts, assuming at times almost the pro- 
portions of chaos. And so it has been with 
Blue Shield. The amazingly rapid growth of 
Blue Shield, I am sure, attests to the sound- 
ness of the theories and principles upon 
which it is founded, but it has also resulted 
in what at times appear to be almost insur- 
mountable barriers and obstacles. Witness 
the multiplicity of plans, duplication of ef- 
forts in small areas, inter-plan quarrels, 
intra-plan disputes, and hospital, physician, 
and patient abuses. But out of this chaotic 
state, I am sure, ultimate order will be 
achieved. A general pattern will be evolved, 
very likely on a statewide level, which will 
vary in minor details only because of geo- 
graphic location or local social and economic 
conditions, and a national organization in 
which all others can participate will emerge. 
Such an organization, as you know, is well 
underway. 

The importance of Blue Shield in our na- 
tional life, and its power as a weapon for 
social reform, may well be judged by its 
impact on other forces and agencies. For 
example, it is no secret that the national Ad- 
ministration has gone to great length in 
effort and expense to force upon the Ameri- 
can people a type of socialistic medical prac- 


BLUE CROSS-BLUE SHIELD—BAUMGARTEN 


279 


tice, and in its propaganda to discredit the 
Blue Cross and Blue Shield idea. In spite of 
the unlimited funds available for this pur- 
pose, we are hearing less and less of Mr. 
Ewing, and Blue Cross—Blue Shield enroll- 
ment is increasing at an incredible rate. Mr. 
Truman recently appointed what is com- 
monly called the Magnuson Committee, The 
function of this committee is rather obscure, 
except that it is to make a survey of all other 
surveys to determine whether any further 
surveys are necessary. In my personal opin- 
ion—which I believe is shared by others— 
this committee is a subtle device to get some- 
one off the hook and leave the committee 
holding the bag. 

Another example is the interest of labor 
and management in our plan. Labor is re- 
peatedly using Blue Cross—Blue Shield or 
similar ideas in its bargaining with manage- 
ment, and the latter is more and more com- 
ing to regard it as a necessary agency in 
better labor relations. Both parties are repre- 
sented on Boards of Directors and give un- 
stintingly of their time to improve and ex- 
tend its scope of operations. Commercial 
carriers are scrambling to write similar pro- 
tection at competitive rates, and profiting 
by our hard won experience. 

Probably the most striking effect was 
that extensively discussed by several speak- 
ers at the recent San Francisco conference: 
the rapid and alarming decrease of clinical 
material in teaching institutions. This was 
attributed entirely to the fact that the Amer- 
ican people would rather avail themselves of 
Blue Cross and Blue Shield protection at a 
cost commensurate with their income than 
to become the recipients of charity in a uni- 
versity hospital ward. There are other ex- 
amples too numerous to mention. 


Purpose and Objectives 

Now that we have defined what Blue Cross 
and Blue Shield really are, we should be able 
to define as clearly what are or are not their 
objectives, what is or is not their real pur- 
pose. First, let me enumerate three items 
which these agencies are not: 

1. It is definitely not a primary objective 
of Blue Cross—Blue Shield to defeat “Ewing- 
ism” or socialized medicine. If that is 
achieved—and “’m sure it will be—that re- 
sult will be purely a by-product, like a gas 
recovered from a chemical reaction: a valu- 
able product to be sure, but entirely ancillary 
to the primary reaction. 
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2. Blue Cross is not a method of subsidiz- 
ing poor hospital management. Many hos- 
pitals have availed themselves of the oppor- 
tunity to improve their financial status at 
the expense of Blue Cross by devious meth- 
ods of bookkeeping and cost accounting, un- 
reasonable markup on drugs, supplies, and 
services. How widespread this abuse is, no 
one knows. That it exists, is certain. This 
will very likely be corrected and must be 
corrected by uniform systems of accounting 
and auditing. 

3. Blue Shield is not an agency to insure 
every doctor’s fee for every service he ren- 
ders. Its purpose is most definitely not to 
insure him against all bad accounts and 
assure him of 100 per cent collections. 

There is one and only one real objective 
of Blue Shield: to assure Mr. and Mrs. Aver- 
age American and their children adequate 
hospital and medical care at a price they 
can afford to pay. Do this one thing well 
and the blessings accruing therefrom will 
be given unto you. 

You will note that our one objective read- 
ily breaks down into two components: (1) 
Adequate hospital and medical care; (2) at 
a price people can afford to pay. 


“Adequate hospital and medical care” 

Let us examine and further break down 
the first objective. I use the term “adequate” 
advisedly and in the exact meaning of the 
word as I understand it—namely, sufficient, 
not necessarily complete, without frills or 
window dressings or trimmings. This first 
component is undoubtedly the more impor- 
tant of the two, because any slight variation 
or modification has a direct and determining 
effect on the second. Many will not agree 
with me on this point and will not be satis- 
fied until we can substitute the word ‘“‘com- 
plete” for ‘‘adequate.”’ I do not believe that 
(1) such a thing is feasible, or (2) the peo- 
ple want it. I have great faith in the pride 
of most of our citizens. They want to stand 
on their own feet, pay their bills with no 
strings attached. They buy automobiles and 
insure them. Do they insure them to the 
extent of complete protection against every 
slight damage that may occur? They do not. 
They feel that for the ordinary scratch on 
the paint or dent in the body they them- 
selves can easily provide. It is the more 
serious damage they must protect themselves 
against, and why is this? Because the cost 
is prohibitive. 
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The same thing is true of medical care. I 
am sure that the great majority of people 
are willing to pay the cost of ordinary minor 
illnesses, the occasional house call or office 
call, and even the ordinary run of diagnostic 
procedures; but it is the more serious ill- 
nesses, surgical operations and long hospital 
confinement that is frightening and may up- 
set the family economic status for a lifetime. 
There are many other angies and faceis as 
to what constitutes adequate medical and 
hospital care which we cannot go into at this 
time, such as care of the indigent, the re- 
tired, and the unemployed. 


“|. . at a price people can afford” 

The second component of our objective is 
“at a price people can afford to pay.” I do 
not know what that price is; I don’t believe 
anyone does. Many complicated studies have 
been conducted to determine this question, 
and the most common report is that people 
can’t afford to pay anything for the cost of 
illness. This, of course, is absurd, as proved 
by the millions of dollars that have been 
poured into Blue Cross—Blue Shield treas- 
uries for medical services and handouts. 

The Question of Costs 

Of one thing I am sure: I am convinced 
that the present premium rates are about as 
high as they can go without discouraging 
new subscriber enrollments. Hence, we have 
only one alternative: reduce the costs. There 
are three factors which influence costs: 
(1) efficient management; (2) utilization of 
benefits; and (3) abuse of utilization. With 
the first we are not concerned at this time. 
What normal utilization is has never been 
accurately defined, but it is extremely sensi- 
tive to stimulus. Increase contract benefits 
and utilization figures will make some vio- 
lent responses, as I shall show later. This 
can be largely controlled by additions to or 
subtractions from the benefits. It should not 
be necessary to control utilization, because, 
as stated before, that is our main objective— 
to give necessary and adequate care; and it 
would not be necessary to exercise rigid con- 
trols were it not for the abuses that always 
follow liberalization of benefits. We want 
our subscribers to use our facilities, but to 
abuse that privilege may spell disaster. 


The problem of abuses 
There are four elements that enter into 
the problem of abuses: 
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1. Blue Cross—Blue Shield themselves 

2. Hospitals 

3. Patients 

4. Doctors 

The first two elements already have been 
alluded to and constitute a long story in 
themselves, but the present discussion will 
be confined to the latter two—patients and 
doctors. They are inseparable, and one with- 
out the other cannot consummate abuse. 

For example, Mr. Smith, who has a com- 
bined contract, goes to see Dr. Jones, a par- 
ticipating physician. Little Johnny has ton- 
sillitis. Dr. Jones prescribes treatment, but 
Mr. Smith feels that Johnny should be in the 
hospital, because mother isn’t feeling too 
well and there are grandma and grandpa at 
home to take care of. Incidentally, Mr. Smith 
has had a little gas on his stomach and would 
like a complete checkup, with x-rays and 
perhaps a cardiogram. Moreover, he and 
Johnny could be in the same room and all 
would be nice and cozy. Dr. Jones explains 
that, in the first place, it isn’t necessary to 
go to all that trouble and, in the second, the 
Blue Cross—Blue Shield contract does not 
cover all these items. “Well,” says Mr. Smith, 
“Dr. Brown did all this in the hospital for 
my neighbor, and if you don’t do it for me, 
I’ll have to see Dr. Brown.” 

Dr. Jones doesn’t feel quite right about 
the matter, but he just can’t see his nearest 
competitor taking over one of his old time 
families, and anyhow it is only one case; so 
it is agreed that Mr. Smith and Johnny are 
to be hospitalized. Just as Mr. Smith is walk- 
ing out of the door, he turns and says: “Say, 
doctor, I just got a notice from Blue Cross— 
Blue Shield saying that the rates for my cer- 
tificate are going up a dollar a month. That’s 
a 20 per cent increase and the third one in 
two years. If these rates go any higher, I’ll 
have to drop the insurance.” Dr. Jones muses 
a moment. “A 20 per cent raise, and the 
third in two years. That’s a lot. Oh, well, 
that’s none of my business. Let those Blue 
Cross—Blue Shield fellows worry about that. 
Anyhow, what’s insurance for?” 

If Mr. Smith and Dr. Jones were alone in 
this matter, little damage would come of it. 
Multiply these two by a hundred, and there 
is sure to be trouble. Multiply them by the 
thousand, and disaster is certain. 

Now Mr. Smith and Dr. Jones are both 
parties to a violation. The patient’s attitude 
is understandable. After all, he has paid his 
subscription rates and he wants his money’s 
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worth, but he has not read the certificate 
he holds and wouldn’t understand it if he 
did. Dr. Jones, however, is a Blue Shield 
participating physician. He knows, or should 
know, the rules. He is in the same position 
as an attorney-at-law. He is an officer of the 
court and sworn to adhere to and ‘observe the 
laws regardless of his sympathies toward 
his client. 
Unnecessary hospitalization 

About a year ago, I became interested in 
the question of Blue Cross abuse by physi- 
cians. I made a rather cursory study of the 
situation in our hospital, a 185 bed institu- 
tion. The results were revealing. I found 
that there were 26 patients who had been in 
the hospital two weeks or longer. Of these 
26, 19 had Blue Cross coverage. I studied 
the charts of these 19 carefully, and in my 
opinion only 3 had, by any stretch of the 
imagination, a good reason to be in the hos- 
pital, and all 16 remaining were ambulatory. 

Five were patients with casts of some sort 
for fractures; several were waiting for cast 
changes and x-ray checks a week or 10 days 
hence. Three were diabetic patients under 
control, 2 of whom were there because they 
felt they had no better place to go. Two were 
ambulatory cardiac patients, well compen- 
sated. One had had a tonsillectomy and was 
later to have a hemorrhoidectomy, but was 
biding his time and resting in the hospital 
because his surgeon could not get a boarding 
for another week. Two were postoperative 
patients getting dressings every other day. 
One was receiving x-ray treatments for a 
sub-acromial bursitis. One was a man 80 
years old who was irrational and inconti- 
nent, and had been brought in because the 
family wanted to spend a Merry Christmas 
without the trouble of having grandpa 
around. One had a cirrhosis of the liver and 
was having a paracentesis done every 10 
days. One had so-called rheumatoid arthritis, 
and was being treated with cortisone. 


This last case was to me the most fla- 
grant instance of abuse on record. The physi- 
cian had unwittingly documented it per- 
fectly and signed it. He had written 10 orders 
for leave of absence from the hospital. One 
was .o attend a banquet at the Statler Hotel 
and several were for entire weekends at 
home. This case cost Blue Cross $733.00 and 
Blue Shield $106.00. The patient was in the 
hospital 32 days. 

After gathering this information, I went 
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before a staff meeting the following day with 
some rather pertinent statements. By noon, 
we had 15 discharges. 

There were other types of abuses. Orders 
had been written for expensive antibiotics 
in large doses and multiple varieties, and 
never discontinued. Large numbers of un- 
related laboratory tests were ordered, seem- 
ingly to make an impressive appearance on 
the chart. Prescriptions for expensive drugs 
were written and filled for the patient to 
take home, and charged to Blue Cross. Ficti- 
tious admitting diagnoses were made to get 
the patient admitted for prolonged diagnos- 
tic workups, and so on almost indefinitely. 


Further examples of abuse 

This rather superficial study was followed 
by a more detailed study made at a much 
larger hospital. The following findings were 
reported: 

The committee reviewed 1,276 cases of 
patients admitted to the hospital during the 
month of January, 1951. These cases were 
studied in regard to age, admitting diag- 
nosis, length of stay in the hospital prior to 
surgery, complications, findings at surgery, 
treatment while in the hospital, discharge 
diagnosis, and length of stay in the hospital. 
Asa result of this review of individual cases, 
the following findings were reported: 

1. Sixty patients took up 560 hospital days 
for diagnostic purposes only. The in- 
vestigative studies on these cases could 
have been done either at the doctor’s 
office or at an out-patient clinic. In ad- 
dition, there were 16 cases, involving 
165 hospital days, that did not require 
hospitalization for any apparent reason. 
Sixteen patients took 393 hospital days 
for roentgen therapy and physiotherapy 
only. 

3. Twenty-four patients took up 133 hos- 
pital days in unnecessarily long pre- 
operative preparation. 

4. Twenty-four patients took up 167 hos- 
pital days in unnecessarily long post- 
operative stay. 

5. Twelve medical patients took up 155 
unnecessary days in prolonged medical 
care. 

6. Nine orthopedic patients took up 47 hos- 
pital days while ambulatory and_ not 
needing hospitalization. 

7. Some patients were admitted under a 
false acute diagnosis in order to get the 
patient into the hospital for a checkup. 
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The above findings represent a misuse of 
approximately 1,700 hospital days for one 
month or approximately one sixth of the 
capacity of the hospital. 

To me, this situation is alarming. Cer- 
tainly there is evidence of gross carelessness 
and negligence, and some downright dis- 
honesty. Some actuaries do not feel that it 
is very important, because if one patient 
moves out of a bed, another moves in, and 
it makes no difference who the current occu- 
pant may be. I am hoping, however, that we 
may eventually again see an empty bed. 

Professional Responsibility 

Now, what can doctors do about this? I’m 
sure I do not know the answer, but I have 
some ideas on the subject. If what I have 
said about the fundamental nature of Blue 
Cross—Blue Shield is true, what I shall say 
now may be of some help in this situation. 

We have suddenly found ourselves pro- 
jected into an activity that is of most vital 
concern to us, and upon its failure or success 
depends our profession, our personal welfare, 
and maybe our very existence. That being 
true, it behooves us to assume a strong leader- 
ship and guide this most potent agency inte 
proper channels, in the right direction, that 
its usefulness may be preserved for the peo- 
ple and, incidentally, that we may reap our 
own salvation. It is like a religion, and at 
the moment I can see the necessity for a lot 
of converts. Each one of us individually is 
due for a searching, critical, self-examina- 
tion. 

Have we, the ones who must be the lead- 
ers, been entirely above reproach? If so, it 
at once becomes our duty as individuals and 
as a group to preach the gospel of Blue Cross 
and Blue Shield for what they are, to our 
less well informed colleagues. From experi- 
ence, I can tell you, it is not easy. The treat- 
ment must be applied time and time again 
before appreciable results will become ap- 
parent. How you do it will be a matter of 
local expediency. I am sure that the prose- 
cution of one individual or the acceptance 
or rejection of a single case is not the answer. 
The answer lies in a planned program to 
bring about, within the medical profession, 
realization of the significance of Blue Cross 
and Blue Shield as social programs, and the 
very important role it must play in their 
successful operation. The problem can be 
dealt with only through the medium of a 
carefully planned and consistent approach 
to the doctors. 
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TREATMENT OF POSTOPERATIVE 
VENOUS THROMBOSIS 
- WILLIAM G. ANLYAN, M.D. 
WILLIAM W. SHINGLETON, M.D. 
and 
FRANK H. CAMPBELL, M.D. 
DURHAM 


The prevention of fatal pulmonary embo- 
lism is the primary consideration in the 
treatment of thrombophlebitis, and the form 
of therapy elected should be directed prompt- 
ly and vigorously at obviating this compli- 
cation. The reduction of postphlebitic seque- 
lae is secondary but still a matter of suf- 
ficient importance to swing the pendulum 
toward the selection of one therapeutic regi- 
men over another if both are equally effec- 
tive in the primary consideration. 


Pathologic and Physiologie Considerations 
in the Choice of Therapy 

The choice of therapy is dependent upon 
an understanding of the pathologic and 
physiologic changes occurring in patients 
with thrombophlebitis. 

Originally, thrombophlebitis was consid- 
ered to be a disease confined to the venous 
system in the peripheral portion of the lower 
extremities, and superficial femoral vein 
ligation was advocated" to prevent the em- 
boli from reaching the pulmonary circula- 
tion. However, recent anatomic studies of 
autopsy cases by Crutcher and Daniel'', and 
McLachlin and Paterson’ have indicated 
that the major source of pulmonary emboli 
is from the pelvic veins above the usual site 
of ligation of the superficial femoral vein. 

These anatomic studies are now substan- 
tiated by clinical experience. In 1949, Al- 
len‘? reported that in a group of 1,500 pa- 
tients who had therapeutic superficial vein 
interruptions for thrombophlebitis, there 
were 7 cases of fatal pulmonary emboli fol- 
lowing ligation; in 1951 Ravdin and Kirby”, 
in their five year report on thrombo-embolic 
disease, described 3 patients with phlebo- 
thrombosis who had pulmonary infarctions 
following superficial femoral ligations, but 
who, recovered on heparinization. Recently, 
Erb and Schumann’ have reported an inter- 
esting study of 100 consecutive cases of frac- 
tures of the femoral neck. Alternate patients 


~ From the Department of Surgery, Duke University School of 
Medicine, Durham, North Carolina. 
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had bilateral superficial femoral vein liga- 
tions prophylactically ; there was no differ- 
ence in the incidence of pulmonary embolism 
in either the ligated group of 50 patients or 
the control group of 50 patients; the only 
case of pure fatal pulmonary embolism ex- 
amined at autopsy was in the ligated group. 
We have recently reported” that 5 out of 7 
patients who had venous ligations during 
the past year at Duke Hospital had pulmon- 
ary emboli following venous ligation, with 
one fatality; whereas during the same year 
43 other patients who were treated with 
anticoagulants only had no emboli during 
or following therapy. 

Hence, it may be of benefit to look upon 
thrombophlebitis as a localized manifesta- 
tion or complication of a generalized state 
of hypercoagulability of the blood, occurring 
most often in the pelvis and, secondly, in the 
peripheral portions of the lower extremities. 
In addition to the primary change of hyper- 
coagulability, there are accessory factors 
common to all thrombotic diseases—namely, 
venous stasis and intimal damage—which 
may contribute to the localized process. 

Currently, the treatment of choice is anti- 
coagulant therapy. This serves to change the 
blood from a state of hypercoagulability to 
one of marked hypocoagulability and prevent 
further propagation of the thrombus in the 
localized process; it has also been found to 
reduce intimal damage by preventing the 
chain reaction of adherence of platelets to 
the injured endothelium, thrombus forma- 
tion, organization, recanalization with subse- 
quent incompetent valves, and significantly 
diminished vein lumen. Venous ligation, on 
the other hand, will not influence the hyper- 
coagulability; it does cause intimal damage 
with frequent thrombus formation proximal 
to the point of ligation; and, in addition, it 
increases the stasis factor distal to the point 
of ligation in a vein that is already taxed 
by incompetent valves and a smaller effec- 
tive lumen. Finally, clinical experience has 
shown that there is no justification for a 
feeling of security from fatal embolism fol- 
lowing superficial femoral vein ligation. 


Physiology of coagulation 

In order to understand the mode of action 
of the anticoagulant drugs, the basic coagu- 
lation equation will be reviewed in its sim- 
plest form: 


1. K Vitamins + Liver - - - - >Prothrombin 
2. Prothrombin + thromboplastic substances + 
Calcium ions - - - - > Thrombin 


3. Fibrinogen + Thrombin - - - - > Fibrin 
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The K vitamins are absorbed from the 
gastrointestinal tract and in the liver help 
to synthesize the protein prothrombin which 
is released into the circulation and is nor- 
mally present in a concentration of 20 mg. 
per 100 cc. of plasma. In the presence of 
thromboplastic substances —that is, from 
tissue juices following injury—and in a me- 
dium containing even the lowest concentra- 
tion of calcium ions compatible with life, the 
prothrombin is converted to another protein 
“thrombin.” Thrombin acts immediately to 
convert the serum protein fibrinogen into 
its insoluble form, “fibrin,” which is the 
meshwork of the subsequent blood clot. 


Comparison of Heparin and Dicumarol 


At the present time, there are two widely 
accepted and well evaluated anticoagulant 
drugs, heparin and Dicumarol. 

Heparin is a biologically assayed complex 
polysaccharide whose immediate anticoagu- 
lant action is twofold: (a) It bears a strong 
negative electrical charge and somehow 
blocks the conversion of prothrombin to 
thrombin; (b) In conjunction with a serum 
albumin co-factor it is antithrombic and 
blocks the enzymatic action of thrombin in 
the conversion of fibrogen to fibrin. Its ac- 
tion is reversed immediately by (a) prota- 
mine sulfate, which bears a strongly positive 
electrical charge which neutralizes the nega- 
tive charge of heparin; (b) toluidine blue, 
which precipitates the heparin. 

Dicumarol, on the other hand, acts by 
blocking the K vitamin synthesis of pro- 
thrombin in the liver; it therefore serves to 
lower the prothrombin content of the serum 
and (a) makes less prothrombin available 
for conversion to thrombin; (b) deprives 
platelets of the thrombin required to activate 
the precursor of thromboplastin. However, 
contrary to the immediate action of hep- 
arin, it takes from 36 to 72 hours for Dicu- 
marol to lower the prothrombin level to the 
effective therapeutic zone (10 per cent to 
30 per cent of normal); below 10 per cent 
it is dangerous and may cause serious hem- 
orrhage. 


Advantages and disadvantages 

The advantages and disadvantages of each 
drug are as follows: 

Heparin is rapidly effective and relatively 
nontoxic. Its action is rapidly reversible with 
protamine sulfate and toluidine blue, and its 
effect can be readily followed by the simple 
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modified Lee-White three tube clotting test. 
However, it is expensive, it has to be ad- 
ministered parenterally, and the intramus- 
cular form is moderately painful. 

Dicumarol, on the other hand, is inexpen- 
sive and can be administered orally in tablet 
or capsule form. It is, however, slow acting 
and the danger of hemorrhage is greater 
than with heparin, especially in patients who 
are not carefully followed. Its action should 
be carefully followed by daily prothrombin 
determinations where special laboratory fa- 
cilities are available. Finally, its action is 
not as readily reversible, requiring the ad- 
ministration of vitamin K (especially K, 
emulsion and K, oxide) and whole blood 
transfusions. 

Other Drugs 

Numerous new drugs are being evaluated; 
the majority are related to Dicumarol or 
have a similar mode of action, among them, 
Tromexan, Phenyl-indan-dione (which are 
faster and shorter acting drugs than Dicu- 
marol) and Cumopyran (which is faster but 
longer acting than Dicumarol. Paritol is a 
synthetic heparinoid made from seaweed 
whose action is similar to that of heparin; 
it is currently being investigated in various 
laboratories, including ours. 


Methods of administering Heparin (All 
doses given for the average 70 kilo patient.) 

1. Aqueous heparin 50 to 75 mg. given 
intravenously every four hours. This method 
was used initially, but it is impractical, and 
uncomfortable to the patient to have a veno- 
puncture every four hours, demanding on 
the intern, especially during long operations 
on other patients and during meager sleep 
hours. 

2. Aqueous heparin, 50 to 75 mg. given 
intramuscularly every four hours. This may 
be given by the: nurse, but is moderately 
painful for the patient and may result in 
sterile abscesses. 

3. Aqueous heparin administered by the 
same methods as in 1 and 2 but given in 
doses of 100 to 125 mg. every eight hours. 
In addition to the above disadvantages, the 
excretion of the heparin is so rapid that dur- 
ing the last three to four hours of the eight 
hour period, there is no effective prolonga- 
tion of the clotting time. 

4. Constant intravenous drip in infusion 
fluid. This solution is made up of 150 mg. of 
heparin in 1000 cc. of infusion fluid (five 
per cent dextrose, saline) and allowed to 
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drip at the rate of 25 drops per minute, 
which will last for 10 to 12 hours and pro- 
long the clotting time to about 25 minutes. 
When one bottle is used up, it is immediately 
replaced by a similar one. We have found 
this method of advantage in both children 
and adults who are to have constant intra- 
venous drips for other purposes; it has also 
helped diminish the phlebitis incurred from 
the polyethylene catheters inserted for the 
constant drips. However, the disadvantages 
are as follows: It is a most uncomfortable 
procedure; the bottles containing the hep- 
arin have to be clearly marked and the 
nursing staff of all shifts warned not to let 
the drip proceed any faster than 25 drops 
per minute; occasionally uninformed nurses 
have mistaken the drip for the usual intra- 
venous alimentation and opened up the drip 
so that the patient received the 150 mg. of 
heparin intravenously in a period of an 
hour. 

5. Repository forms given intramuscularly 
with adjuvants. The forms available current- 
ly known to us are: (a) heparin in Pitkin’s 
menstruum; (b) heparin in gelatin-dextrose 
(Upjohn and Lederle). Heparin in Pitkin’s 
menstruum was evaluated in a large series of 
our cases over an 18 month period and found 
to be ineffective in prolonging the clotting 
time of the majority of the patients to the 
desired level (30 minutes or more in our 
laboratory). We have no explanation for this 
lack of response. On the other hand, the 
heparin-gelatin-dextrose has been most ef- 
fective in producing the desired therapeutic 
effect and the details of the manner in which 
it is used will be described below. 


Methods of Administering Dicumarol 


The recommended Dicumarol dosage 
schedule for a patient who has a prothrom- 
bin level of 100 per cent prior to therapy is 
300 mg. the first day, 200 mg. the second 
day (estimated prothrombin level 50 to 90 
per cent), 100 mg. the third (estimated pro- 
thrombin level 35 to 50 per cent), and a daily 
maintenance dose of about 50 mg. thereafter 
(estimated prothrombin level 10 to 30 per 
cent). Only a very small number of more 
than 225 patients, however, responded in 
such an orderly fashion. 

We have found it of paramount impor- 
tance to obtain a control prothrombin level 
before any anticoagulant therapy is given. 
Some patients with acute thrombophlebitis 
have had an initial prothrombin level of 
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around 50 per cent, and certainly the indis- 
criminate administration of 600 mg. of Dicu- 
marol to such patients over a three day 
period would have resulted in serious hem- 
orrhage. It is equally important to get daily 
prothrombin determinations until the pa- 
tient has been well regulated and kept on a 
steady maintenance dose for at least one 
week. We have in our files numerous case 
histories of hypersensitive individuals who 
started out with an initial prothrombin level 
of 100 per cent, and following the first dose 
of 300 mg. dropped down, in extreme cases, 
to below 10 per cent, but more commonly to 
around 30 per cent. Certainly in such cases 
a second dose of 200 mg. is unwarranted. 
Maintenance doses have also varied from 25 
mg. every fourth or fifth day to 100 mg. 
every day. Once the clinician becomes well 
acquainted with the individual’s response, it 
is possible to discharge the patient on the 
maintenance dose with instructions to return 
semi-weekly at first, then weekly and even 
bi-weekly later on. However, the patient 
should be clearly and explicitly cautioned 
about the signs and symptoms of hemorrhage 
resulting from overdosage of Dicumarol, 
and be required to discontinue the drug and 
return immediately (day or night) to the 
hospital. 

This individualistic response to Dicumarol 
makes it a drug that warrants caution and 
experience in its administration; too often 
the cause of Dicumarol poisoning is a result 
of inexperienced or negligent handling. 


Contraindications for Anticoagulant 
Therapy 

We have encountered only two contraindi- 
cations to the use of heparin: (a) in a pa- 
tient with thrombophlebitis who is actively 
bleeding from another site due to another 
disease—the reason here is obvious; (b) fol- 
lowing transurethral prostatectomies where 
the urinary stream appears to wash the 
formed clots and promote prolonged bleeding 
in the heparinized patient—we have recom- 
mended elsewhere” that these patients be 
submitted to ligation of the inferior vena 
cava. 

Dicumarol is definitely contraindicated in 
patients with hepatic or renal insufficiency, 
or in patients preoperatively or antepartum; 
in those instances heparin may be and has 
been used safely. Jaimet’) has reported 16 
surgical patients and 90 obstetrical patients 
with prothrombin levels in the therapeutic 
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range who were treated with Dicumarol at 
the time of operation and delivery respec- 
tively without any instances of abnormal 
bleeding. However, we feel that heparin, 
whose effect can be reversed immediately, 
is safer to use than Dicumarol in these in- 
stances. 
Length of Therapy 

The anticoagulant therapy has been con- 
tinued from about 8 to 15 days in the major- 
ity of our cases. About 12 days is the aver- 
age; this is the approximate length of time 
required for fibroblastic proliferation and 
fixation of the clot to the vein wall in the 
process of organization. This period has also 
been found to be adequate clinically for the 
prevention of recurrences following the dis- 
continuance of anticoagulant therapy. It is 
important to begin to get the patient up 
about the sixth day and work up to moder- 
ate ambulation during the time that he is 
“protected” by the anticoagulation; no in- 
stances of embolism have been noted by us 
during this ambulation program during hep- 
arin or Dicumarol therapy. 


Routine of Anticoagulation Preferred 
on the Surgical Service 

The following is the usual routine used 
in the department of surgery: 

As soon as the diagnosis of thrombophle- 
bitis is made or suspected, the anticoagulant 
staff is notified, a member thereof sees the 
patient with the intern and student, and the 
course of therapy is planned. 

1. Immediately a three tube modified Lee- 
White clotting test and a prothrombin deter- 
mination are done before any therapy is 
given. The clotting test is done with three 
dry Wassermann tubes, a dry 10 cc. syringe, 
and a 20 gauge needle. Three cubic centi- 
meters of whole blood is withdrawn, and 1 
cc. of blood added to each of the three tubes 
labeled 1, 2, 3, respectively. Three minutes 
after blood is first noted in the syringe 
tube, tube 1 is tipped every 30 seconds until 
a small gel-like clot is noted in the tube; 
tube 2 is then picked up and treated simi- 
larly, and finally tube 3. The clotting times 
of all three tubes are recorded, and the aver- 
age of tubes 2 and 3 is used as the average 
clotting time. 

It is most important to use three tubes 
because, particularly in heparinized blood, 
there appears to be a marked difference be- 
tween the first and the other two tubes. The 
techniques described above are certainly not 
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free from technical errors of coagulation 
technique; however, the same error is made 
consistently in all cases so that the data may 
be evaluated; the routine has been set up to 
be as practical as possible with the least pos- 
sible variation in the standard errors. Clot- 
ting times of over 60 minutes are recorded 
as 60 plus, and the determination is not car- 
ried any further. The prothrombin levels are 
determined by a modification of the one- 
stage Quick” test and are effected in the 
blood chemistry laboratory. 

Not only is it important to get these initial 
“control” determinations prior to any ther- 
apy for the reasons discussed earlier under 
“Methods of Administering Dicumarol,”’ but 
also because heparin may demonstrate an 
effect on the prothrombin level by giving an 
abnormally low reading in the heparinized 
patient and offset the Dicumarol therapy; 
similarly, if Dicumarol has prolonged the 
prothrombin level to around 10 per cent, the 
clotting time may also be abnormally pro- 
longed. Hence it is important to get a firm 
footing at the start. 

2. As soon as the “control” clotting time 
is completed, and providing the average clot- 
ting time is less than 15 minutes (we have 
never encountered a case of thrombophlebitis 
with a prolonged clotting time), an initial 
dose of 50 to 75 mg. of aqueous heparin is 
given intravenously, and concomitantly 400 
mg. of heparin-gelatin-dextrose (Upjohn’s 
Depo-Heparin or Lederle’s Repository Hep- 
arin) without vasoconstrictors intramuscu- 
larly in the gluteal region. The heparin-gela- 
tin-dextrose (H.G.D.) is absorbed slowly; 
the desired prolongation of the clotting time 
to or more than 30 minutes is not reached 
until about four to six hours following ad- 
ministration, and hence it is desirable to give 
the dose of aqueous heparin intravenously 
for immediate effect to tide the patient over 
till the H.G.D. takes effect. Some clinicians 
state that it is desirable to prolong the clot- 
ting time to two or four times the “control” 
value. Hence if the control value were four 
minutes, as it often is with thrombophlebitic 
patients, a prolongation to 8-16 minutes is 
still inadequate; hence we have elected to 
use 30 minutes or longer as the desired pro- 
longation of the clotting time. The H.G.D. 
is given in the gluteal muscle only, because 
elsewhere it has proven to be more than mod- 
erately painful. The therapist is warned not 
to warm the special cartridges supplied in 
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Table 1 
Anticoagulant Sheet Surgical Service 
Weight: 160 lbs. Age: 48 Sex: M Race: W 


Diagnosis: 8th day post-operative resection of carcinoma of the sigmoid with right calf pain, positive 


Homan’s sign. No evidence of embolism. 


Complications while on anticoagulants: Embolus ( 


Date of Complication: 


) Thrombus ( ) Hemorrhage (_ ) 


Date Coagulation Time Heparin Prothrombin Dicumarol 
Dau Time Tube l Tube? Tubes Average Type Dose (mg.) Level Dose (my.) 
12-1-51 3:45 p.m. 3’ 4’ 5’ 4%’ 18 sec. 100% 
4:00 p.m i-vaqueous 75 300 
i-m Depo 400 
11:00 p.m. 28’ 42’ 46’ 44’ 
12-2-51 9:00 ‘a.m. 16’ 28’ 32’ 30’ 19% sec. 85% 
9:45 a.m. i-m Depo 200 200 
3:00 p.m. 25’ 34’ 42’ 38’ 
9:00 p.m. 26’ 36’ 44’ 40’ 
12-3-51 9:00 a.m. 12’ 18’ 21’ 19%’ 25% sec. 37% 
9:45 a.m. i-m Depo 400 100 
3:00 p.m. 28’ 40’ 48’ 44’ 
9:00. p.m. 60+ 60+ 60+ 60+ 
12-4-51 9:00 a.m. 18’ 24’ 26’ 25’ 40 sec. 14% 
9:45 a.m. Discontinue 25 
12-5-51 9:00 a.m. 32 sec. 22% 50 
12-6-51 9:00 a.m. 34 sec. 19% 50 
12-7-51 9:00 a.m. 37 sec. 16% 50 
12-8-51 9:00 a.m. 26 sec. 36% 100 
12-9-51 9:00 a.m. 29 sec. 28% 75 
12-10-51 9:00 a.m. 34 sec. 19% 50 
12-11-51 9:00 a.m, 37 sec. 16% 50 
12-12-51 9:00 a.m. 33 sec. 20% Discontinue 
12-13-51 9:00 a.m. 29 sec. 30% 
12-14-51 9:00 a.m. 21 sec. 56% Discharge 


hot water, for any injection of excessively 
warm material is liable to produce sterile 
abscesses; if the H.G.D. has been stored at 
room temperature (as is suggested) then 
usually no further warming of the cartridge 
will be necessary, especially if the bubble 
trapped in the solution rises to the top of 
the solution; if the bubble does not move 
freely, then the cartridge may be warmed in 
tap water at approximately body temper- 
ature. 

3. As soon as the result of the prothrom- 
bin test is available, Dicumarol may be ad- 
ministered as follows: 

300 mg. if the prothrombin level 
is 80 to 100 per cent. 
150 to 200 mg. if the prothrombin 
level is 50 to 80 per cent. 
Dicumarol is not to be given if the initial 
prothrombin level is less than 50 per cent. 
The function of the liver should be investi- 
gated as thoroughly as possible and the pa- 
tient maintained on heparin therapy only. 

4. The clotting time is checked six to 
eight hours following the initial injection of 
H.G.D., at which time the ‘“‘peak”’ in clotting 
time prolongation may be determined. The 
effect of H.G.D. usually lasts from 16 to 24 
hours. After the six to eight hour check we 


have found it desirable at this hospital to 
have the clotting times checked thereafter 
at 9 a.m., 3 p.m., and 9 p.m. If at any check 
the average clotting time is 35 minutes or 
less, an extra 200 mg. of H.G.D. is given 
(provided more than 12 hours have elapsed 
since the last dose) ; if the average clotting 
time is 22 minutes or less, a full 400 mg. of 
H.G.D. is given. The figures of 35 minutes 
and 22 minutes have been picked arbitrarily 
from experience with the drug; it is found 
that the “booster” dose takes full effect 
after four to six hours, at which time it pre- 
vents any further drop in the clotting time. 

5. The daily prothrombin determinations 
are drawn with the 9 a.m. clotting time test, 
thus saving the patient an extra venopunc- 
ture. The daily dosage schedule is outlined 
above under “Methods of Administering Di- 
cumarol.”’ 

6. As soon as the prothrombin level drops 
to below 30 per cent, the heparin and the 
clotting times are discontinued and the pa- 
tient is maintained on Dicumarol alone, with 
daily prothrombin level determinations. 

7. In hospitals where facilities for pro- 
thrombin determinations are not available, 
Dicumarol therapy should not be adminis- 
tered. The patient should be treated with 
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H.G.D. only; the average individual will re- 
quire about 400 mg. of H.G.D. per day. 

It is of interest that, early in our experi- 
ence with this drug, the H.G.D. with vaso- 
constrictors (ephedrine and epinephrine) 
was used in conjunction with the H.G.D. 
without vasoconstrictors. The use of the 
preparation with vasoconstrictors was dis- 
continued for two reasons: (a) because it 
confused the interpretation of the clotting 
times by producing a double humped clotting 
curve over a 24 hour period; (b) because in 
cardiac patients, as in thrombophlebitis, it 
was thought undesirable to administer even 
minute amounts of the vasoconstrictors epin- 
ephrine and ephedrine. On the other hand, 
Crane), in Boston, prefers the H.G.D. with 
vasoconstrictors for more prolonged action. 

(a) To reverse the effect of heparin, 50 
mg. of protamine sulfate is given intraven- 
ously over a one minute period. The clotting 
time is checked 10 minutes following injec- 
tion of the protamine, at which time the 
average clotting time should be less than 
12 minutes. The clotting time is checked 
every three hours, at which time, if the 
average clotting time is more than 12 min- 
utes, the dose of protamine sulfate (50 mg. 
given intravenously) is repeated. 

Protamine reverses heparin milligram per 
milligram, but it is undesirable to give more 
than 50 mg. at one time. Hence if the patient 
were receiving 50 mg. of heparin every four 
hours intravenously, a single dose of the 
protamine would be all that would be neces- 
sary; however, if the patient had received 
400 mg. of H.G.D. in his gluteal region, it 
would be necessary to repeat the doses of 
protamine sulfate every three hours as out- 
lined above. 

(b) To reverse the effect of Dicumarol, 
the following are administered: 500 cc. of 
whole blood; 50 mg. of Synkovite (or Hyki- 
none) every four hours until the prothrom- 
bin level is above 80 per cent. Vitamin K, 
emulsion and K, oxide are much more effec- 
tive experimental drugs than Synkovite; 
though we have a supply of these drugs in 
our laboratory, they are not available on the 
market. 

9. Table 1 is an example of a typical case 
of thrombophlebitis treated by anticoagulant 
therapy. 


Summary 


1. Anticoagulant therapy appears to be 
the treatment of choice for patients with 
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thrombophlebitis. Some pathologic and physi- 
ologic aspects of thrombophlebitis are pre- 
sented and discussed. 

2. The physiology of coagulation and the 
effect of the anticoagulant drugs, heparin 
and Dicumarol, are reviewed. 

3. The methods of administration, the 
precautions, the contraindications in the use 
of heparin and Dicumarol are discussed. The 
preferred routine of anticoagulation used on 
the Surgical Service at Duke Hospital is 
presented. 
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Patients incline toward a somber prognosis; 
against their will, they harbor undue apprehensions 
and pass from anxiety to fear, Fear has no part in 
the normal equipment of a physician, still less of a 
surgeon, but its depth and extent among patients 
are not sufficiently realized. It is seen in the reac- 
tion of the public to heart affections, which they 
persist in regarding as peculiarly dangerous to life. 
The truth is that there are only a few varieties of 
heart disease which carry the risk of sudden death. 
Not only the risk but the resultant disability are 
constantly exaggerated. Following a coronary throm- 
bosis, a man will inquire about a further attack; if 
not, he and his relatives constantly think about it, 
and, in fairness, they should be told that this is un- 
likely to happen, though not impossible. Many pa- 
tients, a few months after such an attack, are able 
and wise enough to forget about it. There exists, 
too, the unjustified idea that exertion in cardiac 
cases must be restricted because it entails danger. 
Modern medical opinion allows children with con- 
genital malformations of the heart to participate 
in any and every form of activity which they can 
undertake without distress. It does them good, not 
harm, and these children will not hurt themselves. 
Many adults might follow with advantage the same 
rule in regard to their handicap.—Sir John Parkin- 
son: The Patient and the Physician, Ann. Int. Med. 
35:308 (Aug.) 1951. 
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A STUDY OF TWENTY-THREE CASES 
OF CIRCUMSCRIBED SOLITARY 
LUNG LESIONS 


fRA BELL, M.D. 
and 
W. C. SEALY, M.D. 


DURHAM 


Improvement in the rate of cure of carci- 
noma of the lung can be accomplished, with 
our present methods of treatment, only by 
earlier diagnosis. By means of a simple in- 
expensive x-ray examination, tumors of the 
lung can be more easily detected in the 
asymptomatic stage than can those of any 
other internal organ. With extensive public 
health surveys, and the inclusion of a chest 
roentgenogram as part of the general physi- 
cal examination, a greater number of early 
cancers of the lung are now being referred 
to the surgeon for treatment. In the past 
three years in this clinic, 23 patients in whom 
cancer was suspected because of asympto- 
matic, circumscribed, solitary x-ray shadows 
have been treated surgically. The results of 
this study form the basis for this report. 


Material and Data 

The 23 patients comprising the basis for 
this study were all adults, and none of the 
lesions were the cause of symptoms. The 
abnormalities were found either in public 
health chest surveys, or as a result of a chest 
film made as a part of a general health 
evaluation. Five cases of solitary circum- 
scribed tuberculous lesions were excluded 
from the study, as preoperative examina- 
tions done at our state sanatoria revealed 
positive cultures for the tubercle bacilli. 
Only those lesions that were solitary and 
circumscribed were included. 

In table 1 the pertinent data are outlined 
in this group of 23 cases. It is most striking 
to note that 13 of the lesions were neoplastic 
while 10 were tuberculous. Eight of the 13 
neoplasms were bronchogenic carcinomas, 3 
were bronchial adenomas, 1 was probably 
a metastatic carcinoma, though the patient 
is asymptomatic 18 months after lobectomy, 
and 1 was a bronchial cyst. 

Table 2 summarizes the results of the 
tuberculin skin tests in 21 of the 23 cases. 
The number of positive and negative skin 
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Table 1 
Data on 23 Cases of Asymptomatic Discrete 
Pulmonary Lesions 


Sex Age Diagnosis 

M 44 Bronchogenic carcinoma 
M 53 Bronchogenic carcinoma 
M 42 Bronchogenic carcinoma 

F 61 Bronchogenic carcinoma 
F 43 Bronchogenic carcinoma 
M 46 Bronchogenic carcinoma 
M 42 Bronchogenic carcinoma 
F 57 Bronchogenic carcinoma or possibly 

metastasis from uterine carcinoma 

M 58 Bronchial adenoma 

F 48 Bronchial adenoma 

F 43 Bronchial adenoma 

M 38 Bronchial cyst 

F 40 Metastatic melanosarcoma 
M 39 Tuberculoma 

F 25 Tuberculoma 

M 28 Tuberculoma 

M 50 Tuberculoma 

F 52 Tuberculoma 

F 20 Tuberculoma 

M 37 Tuberculoma 

F 28 Tuberculoma 

M 47 Tuberculoma 

F 51 Tuberculoma 


Table 2 


Sensitivity to Tuberculin (O.T.) in 21 Cases of 
Round Asymptomatic Lung Lesions 


No. 
Tuberculomas with positive tuberculin 
Tuberculomas with negative tuberculin ............. 2 
Neoplasms with positive tuberculin 9 
Neoplasms with negative tuberculin ................. 2 


tests is almost the same in the neoplastic as 
in the tuberculoma group. In most of this 
same group histoplasmin, blastomycin, and 
coccidioidin skin tests were done, but the 
findings were not helpful in any of the cases. 

Figures 1 and 2 show the roentgenograms 
of two patients with similar x-ray shadows. 
One lesion was a bronchogenic carcinoma, 
and the other was a tuberculoma. 


Discussion 


Attempts to obtain an accurate preopera- 
tive diagnosis of circumscribed asympto- 
matic lung shadows are usually unrewarding. 
To save an occasional patient from an opera- 
tion it is necessary to carry out careful 
studies, paying particular attention to the 
intestinal tract, genitourinary tract, and os- 
seous system for evidence of metastatic or 
primary malignant growths. Tests for the 
presence of or sensitivity to infectious agents 
are done. The results of the tuberculin test 
have been mentioned. It is of value only in 
that a negative reaction may in most in- 
stances be construed as evidence in favor of 
a neoplasm. 

More complete x-ray studies of the lesion 
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Fig. 1, Asymptomatic apical lesion in a 37 year 
old white man. Exploration of the chest and excision 
of the lesion showed this to be a tuberculoma. 


give information that may rarely indicate 
the diagnosis. Fluoroscopic examinations of 
the chest should be done, particular atten- 
tion being paid to the location of the mass 
and associated obstructive emphysema. Plan- 
ography may delineate in more detail the 
roentgen characteristics of the lesion. Evi- 
dence of calcium within the area may be 
interpreted as almost positive evidence that 
the mass is tuberculous in origin. In some 
instances planographic examination of both 
lungs will demonstrate other similar cir- 
cumscribed lesions that might be missed on 
an ordinary x-ray plate. 

Bronchoscopic examination, although nec- 
essary in order to make certain that the 
major bronchi are normal, adds very little 
to the diagnosis. Even careful cytologic study 
of secretions from the bronchial tree is un- 
rewarding in these lesions. 

With few exceptions the diagnosis of the 
asymptomatic lesions of the lung is obtained 
only by exploratory thoracotomy. On inspec- 
tion of the tumor at operation the diagnosis 
is nearly always evident. If the nature of the 
tumor is in doubt, it can be excised either 
by a wedge resection or as a a segmental re- 
section for microscopic examination, In the 


Fig. 2. Asymptomatic apical lesion in a 44 year 
old white man. Exploration of the chest and excision 
of the lesion showed this to be a_ bronchogenic 
carcinoma, 


event the study by the pathologist shows the 
lesion to be tuberculous or to be a benign 
tumor, no further surgery is needed. In the 
case of a carcinoma, further and more ade- 
quate excision is then done. 

Because most physicians have an unwar- 
ranted fear of the risk of chest operations, 
there may be some hesitancy in advising the 
patient with an asymptomatic lung tumor to 
have a thoracotomy. The risk and postopera- 
tive morbidity of chest operations is no 
greater than that encountered in exploring 
the abdomen. A palpable abdominal mass is 
considered by nearly all physicians as indi- 
cation for exploration and is recommended 
without hesitancy. There is no logical reason 
why a tumor of the chest demonstrated by 
x-ray should not be handled in the same way. 

In nearly every instance of circumscribed 
asymptomatic chest tumors the diagnosis lies 
between tuberculosis and neoplasm". It is 
not within the scope of this paper to discuss 
the therapy of circumscribed well walled-off 
tuberculous lesions. In most instances these 
lesions are, in fact, tuberculous abscesses 
and are a potential danger to the patient’. 
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Surgical excision, in the opinion of many 
observers’, is the treatment of choice. 


Summary 

In a series of 23 patients with asymptom- 
atic pulmonary shadows, 13 were found at 
operation to have a neoplasm. Eleven new 
growths were malignant lung tumors. 

From experience obtained from this study, 
it is concluded that exploratory thoracotomy 
is the only reliable method of arriving at the 
proper diagnosis. 
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The public health laboratory has vast and urgent 
fields to investigate, and, besides providing for its 
prescribed routine control tests, it must be designed 
to do research. I often wonder why the public health 
laboratory is doing its utmost to creep into the 
field of hospital and clinical diagnostic work, in the 
narrowest meaning of the term. That sort of work 
can only be done properly with close contact with 
the clinician and his individual patient and it is 
clearly far outside the field of the public health 
laboratory. I hope it is not a political maneuver 
known as “the thin edge of the wedge.” I also hope 
it is not due to lack of inspiration and ability to 
define their own problems clearly. It is, to a con- 
siderable measure, due to a failure of the hospitals 
to do their bacteriology properly. The question has 
worried me a great deal and I believe the situation 
would be vastly improved by discouragement of 
public health laboratory reports as they are pub- 
lished now. These reports are largely a dull and 
uninformative enumeration of the thousands of 
specimens received for examination, and the impor- 
tance of the laboratory would seem to be judged by 
the number of ciphers in its grand total of tests 
performed, Even the most costive-minded statisti- 
cian must be bored by these figures. Substitute for 
this an informed discussion of problems and judge 
the importance of the laboratory by the range of 
its excursicns and the depth of its penetration into 
the unknown or little understood influence contri- 
buting to community health.— Murray, E. G. D.: 
The Emergency for Research in Unexplored Fields 
of Public Health, Canad, M.A.J. 66:277 (March) 
1952. 
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ANEURYSM OF THE POPLITEAL 
ARTERY 


A Case Report 


W. RALPH DEATON, JR., M.D.* 
H. H. BRADSHAW, M.D. 
and 
ALBERT P. GLop, M.D. 
WINSTON-SALEM 


An aneurysm of the popliteal artery is 
usually either arteriosclerotic or syphilitic in 
origin”. Recently, at the North Carolina 
Baptist Hospital, a popliteal aneurysm of 
traumatic origin was successfully treated, 
using the principles of endoaneurysmorrha- 
phy, as originally advocated by Matas’? in 
1888, with prior lumbar sympathectomy, as 
suggested by Bird in 1935. 


Report of a Case 


A 54 year old white male entered the hos- 
pital on January 15, 1952, with a complaint 
of “pain in the right calf, and numbness and 
a cold feeling in the right foot.’ He dated 
the onset of his troubles to April, 1949, when, 
while stepping backward, he fell, twisting the 
right knee and dislocating the fifth cervical 
vertebra. Severe pain began immediately in 
the right knee and persisted for several 
months; it was of such a degree as to force 
him to walk with a limp. The dislocated cer- 
vical vertebra was reduced with halter trac- 
tion. In November, 1949, seven months after 
the original injury, he first noted a small 
pulsating mass in the right popliteal fossa. 
Soon thereafter, he began to note intermit- 
tent swelling of the right ankle and pain in 
the right calf on fast walking or after long 
periods of standing. The mass slowly in- 
creased in size, without the appearance of 
other symptoms. 


Five days prior to admission, while the 
patient was walking briskly, he had a sudden 
severe cramping pain that extended from the 
right calf to the toes. Concomitantly, the 
leg became numb and unstable. A few min- 
utes later he noted that the foot was cold to 
touch and that the toes were blue. As the 
pain, coldness, and blueness persisted, he 
consulted a physician some 12 hours later. 
A right lumbar sympathetic ganglion pro- 
caine block was performed, resulting in com- 


College, Winston-Salem, North Carolina. 
*Trainee, National Cancer Institute. 
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plete relief of the pain, color changes, and 
temperature abnormality. However, as numb- 
ness of the toes and intermittent claudication 
remained, hospitalization was arranged for 
further therapy. 

Past history, family history, and a review 
of symptoms were non-contributory to the 
present illness. 


Physical examination 

On examination the blood pressure was 
190 systolic, 110 diastolic, the pulse 88, 
and respiration 18. The patient was a ro- 
bust, slightly obese, middle aged white man 
who was apparently resting comfortably in 
bed. Incidental abnormalities noted, in addi- 
tion to the obesity, included a_ precordial 
blowing systolic murmur, a small right in- 
direct inguinal hernia, and external hemor- 
rhoidal tags. In the lower half of the right 
popliteal fossa was an expansile pulsating 
fixed mass, which measured 8 cm. long and 
6 cm. wide. There was no thrill, murmur, or 
detectable collateral vessels. The right calf 
was mildly endurated, and measured 2 cm. 
larger in circumference than the left. Pulsa- 
tions in the anterior and posterior tibial 
arteries were normal, but completely absent 
in the dorsalis pedis. The entire foot and all 
of the toes were cool and slightly moist, but 
of a normal color. There were no objective 
sensory changes. 
Accessory clinical findings 

The urinalysis was negative. Blood studies 
revealed a hemoglobin of 12.6 and 10,000 
white blood cells, with a normal differential. 
The nonprotein nitrogen was 35. mg. per 
100 ec. Kahn tests on both serum and spinal 
fluid were negative. A chest roentgenogram 
showed no abnormality. An _ electrocardio- 
gram was interpreted to show “Myocardial 
disease, as is frequently seen with coronary 
sclerosis.” 


Course in hospital 

On the day after admission a femoral 
arteriogram was performed for evaluation 
of the collateral circulation, but results were 
inconclusive. The following day a right lum- 
bar sympathectomy was performed under 
spinal anesthesia, with removal of the first, 
second, and third lumbar sympathetic gang- 
lia. Over the next two days the right foot 
and toes became warmer and dry, and the 
subjective numbness decreased. Pulsations 
became detectable in the dorsalis pedis 
artery. 


On the sixth postoperative day the pop- 
liteal space was explored, under spinal anes- 
thesia. As a safety precaution, a pneumatic 
tourniquet was placed about the upper thigh; 
it did not become necessary to inflate it at 
any time. A long S-shaped incision was made, 
centered over the aneurysm, and skin flaps 
developed. The gastrocnemius muscle was 
split in the direction of its fibers, and re- 
tracted, to expose the wall of the aneurysm. 
The peroneal nerve was lateral to the mass; 
the tibial nerve, which stretched tightly 
across the mass, was carefully dissected free. 
The vein was densely adherent to the proxi- 
mal artery, aneurysm, and distal artery. 
Consequently, the artery and vein were not 
separated, but were freed “en bloc’ from 
the surrounding tissue superiorly and infer- 
iorly to the aneurysm. The arterial wall was 
quite elastic, and did not contain any arterio- 
sclerotic plaques. A Pott’s ductus clamp was 
applied to the vessels at either end of the 
aneurysm, and the aneurysm wall incised 
widely. The sac contained a large laminated 
clot, which was shelled out digitally. The 
afferent and efferent arteries were the only 
tributaries to the sac. 

Release of the distal clamp allowed only 
a trickle of blood to enter the sac. Therefore, 
it was decided that endoaneurysmorrhaphy 
would be safer than excision, with its at- 
tendant necessary damaging of collaterals. 
Two layers of continuous 00000 silk suture 
were used to close each of the two openings. 
No bleeding occurred when the occluding 
clamps were released. Part of the wall of the 
aneurysm was trimmed off, and the dead 
space obliterated by plication of the wall in 
three layers. The wound was closed in layers 
with interrupted silk sutures, without drain- 
age. A light weight posterior splint was 
applied the full length of the leg, to prevent 
angulation and blockage of the collaterals. 

Postoperatively, the head of the bed was 
slightly elevated and the foot kept un- 
covered. The former was to provide better 
circulation, the latter to keep the foot cool 
and metabolism therein at a minimum. For 
the first two postoperative days the toes on 
the involved side were cooler than the contra- 
lateral ones. By the seventh day the entire 
right extremity was warmer than the left, 
and the patient was able to walk. The wound 
healed per primum, and the patient was dis- 
charged on the ninth postoperative day. 
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@) Opening of 


aneurysm 


Clamp on art. 


3) Orifices 


sutured from 
within 


4) Plication of 


sac wall 


Fig. 1. Insert No. 1 indicates the location of the aneurysm, and the placing of the incision. No, 2 
shows the aneurysmal sac being opened. Note that the artery is occluded both proximally and distally 
to the aneurysm. No. 3 shows the empty sac, after the clot had been shelled out. The distal orifice has 
been sutured, the proximal orifice is being sutured. No. 4 shows the insertion of the third layer of 
plicating sutures. 
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Comment 


Endoaneurysmorrhaphy is based on the 
principle of obliteration of the aneurysmal! 
sac, with the preservation of all collateral 
circulation. It is quite apparent that com- 
plete removal of the sac accomplishes a 
cleaner and more desirable effect locally, as 
all of the sac remaining must eventually be 
disposed of by an inflammatory reaction. 
However, dissecting out the sac will destroy 
collateral vessels that run close to the sac, 
as well as those that join either main artery 
within 1 to 2 cm. of the aneurysmal dilata- 
tion, and so must be sacrificed in ligating 
the artery. In the case being reported it was 
noted that a collateral vessel emerged from 
the efferent artery about 5 mm. above the 
sac; proximal ligation of the artery would 
surely have destroyed this important vessel. 

Sympathectomy, as an aid to endoaneu- 
rysmorrhaphy, was first performed by Bird 
in July, 1934, and was based on the experi- 
mental work of Mulvihill and Harvey’. They 
had shown that lumbar ganglionectomy stim- 
ulated collateral circulation and prevented 
spasm of the arteries, thus increasing the 
blood supply of the extremity. This proce- 


dure has proven so beneficial that it is now 
practically a requisite preliminary for arter- 
ial surgery of the extremities. 


Summary 
A case report of successful repair of a 
traumatic popliteal aneurysm by means of 
lumbar sympathectomy and endoaneurysm- 
orrhaphy is presented. 
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Important messages are presented in the adver- 
tisements in our journal each month. New products 
are announced from time to time and information 
is presented regarding the use of products featured. 
Other types of ads emphasize services rendered and 
commodities offered that may be used in your prac- 
tice, in your office and in your home. Doctor, you 
can rely on the statements and facts presented, We 
aim to include only ethical advertisements in our 
journal. Please tell the advertisers that you saw 
their ads in the North Carolina Medical Journal, 
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THE MANAGEMENT OF MARITAL 
STERILITY IN GENERAL PRACTICE 


Roscoe L. WALL, JR., M.D. 
WINSTON-SALEM 


At least 10 per cent of all marriages are 
involuntarily childless. A great majority of 
these couples naturally turn first to their 
most sympathetic and dependable counselor 
—the family physician. His training, know]l- 
edge and acumen with regard to infertility 
usually determines the outcome, whether he 
manages the entire problem or refers part 
or all of it to a specialist. The present dis- 
cussion attempts to consider the fundamen- 
tal procedures involving the etiology, diag- 
nosis, and treatment of infertility by the 
general practitioner. 

Investigation of marital sterility demands, 
in the main, three approaches: (1) a thor- 
ough history and physical examination of 
both husband and wife to exclude poor health 
on the part of either mate; (2) an appraisal 
of the male reproductive system, including 
examination of the semen; (3) an investiga- 
tion of the female reproductive system. 


Orientation of Husband and Wife 

Orientation of the patient should precede 
any investigation of sterility, the success of 
which depends largely upon marital under- 
standing and cooperation. Ideally, both hus- 
band and wife should be present at the initial 
visit for discussion, in simple language, of 
the following: the factors essential to fer- 
tility; the basic scheme for investigating 
these factors; the importance of husband and 
wife considering themselves as a single unit; 
the relation and importance of their coopera- 
tion; the time and expense of any productive 
investigation. Individual conferences, on the 
other hand, may disclose pertinent facts 
which might be suppressed in a joint dis- 
cussion, and should not be neglected. Patient 
orientation may also be advanced by recom- 
mending any of several lay publications pro- 
viding excellent indoctrination for both 
husband and wife. An excellent example 
is Hamblen’s Facts for Childless Couples 
(Charles C Thomas). 

Presented in part before the Eighth District Medical Society, 
North Wilkesboro, North Carolina, April, 1951. 

From the Department of Obstetrics and Gynecology, Bowman 
Gray School of Medicine of Wake Forest College, Winston- 
Salem, North Carolina, and formerly from the Fertility and 
Endocrine Clinies, Free Hospital for Women, Brookline, Massa- 


chusetts, and the Departments of Obstetrics and Gynecology, 
Harvard Medical School, 
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Basic Examination 


Female barreness, to be sure, is centered 
in the pelvis, but the cause often may be 
found only by a thorough history and a 
careful general examination. Constitutional 
factors or influences affecting the female 
genital system must be ruled out. Special 
emphasis should be placed on occupational 
hazards, past illnesses, duration of marital 
relations, sex habits, menstrual disturbances, 
other endocrine disorders, and foci of infec- 
tion. A thorough pelvic examination to ex- 
clude any apparent gross abnormality of the 
pelvis is in order. Many factors cannot be 
discovered by bimanual examination. These 
will be considered later. 

The basic study should include a_ blood 
count, serologic study, and urinalysis. Other 
tests that may be required are a basal metab- 
olic rate, pertinent x-ray studies, and identi- 
fication of the Rh blood status and blood 
group. 

Statistics indicate that 40 to 50 per cent 
of all infertile marriages are due exclusively 
to male deficiency. For this reason, most ob- 
servers agree that the husband should be 
evaluated as soon as possible, though one 
might consider waiting for a more direct, 
simple and less expensive method of testing 
the husband through postcoital examination 
of the wife—to be discussed later. When the 
former decision is made, history, examina- 
tion, and laboratory data are obtained, ad- 
hering to the principles previously outlined. 

It should be kept in mind that, biologically, 
husband and wife must be evaluated mu- 
tually, not singly. As with the female, male 
sterility involves multiple psychosomatic and 
environmental influences, any of which 
might be the cause of the difficulty. The 
“not much can be done for the husband” 
attitude must be condemned and replaced by 
conscientious attention to these multiple in- 
fluences. 

Evaluation of the Male 

Examination of the genitalia should in- 
clude the penis, testes, epididymides, vasa 
differentia, prostate, and seminal vesicles, 
with special emphasis on ruling out hypospa- 
dias, hypogenitalism, neoplasms, and inflam- 
mation, acute or chronic, with or without ob- 
struction. When indicated, special procedures 
such as testicular biopsy, epididymovaso- 
tomy, or panendoscopic examination are best 
performed by a competent urologist. 

Evaluation of the semen: Specimens for 
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evaluation of the semen are best obtained 
by masturbation or coitus interruptus into 
a clean glass receptacle. Care should be taken 
not to lose the very first portion, for it con- 
tains the larger number of spermatozoa. The 
specimens should be kept at room tempera- 
ture and examined shortly after allowing at 
least 20 minutes for liquefaction and activa- 
tion of sperm. Examination of condom or 
vaginal contents following intercourse is so 
inaccurate as to be practically useless. Most 
observers feel that two specimens, obtained 
after at least a three day period of conti- 
nence, are necessary. Except for the mor- 
phologic study of spermatozoa, semen exami- 
nation is relatively simple. Haphazard evalu- 
ation, however, whether from carelessness 
or lack of experience, should be avoided. 

The arbitrary minimal standards for se- 

men evaluation as set by the Society for the 
Study of Sterility are as follows: 

1. Liquefaction: within 10 to 30 minutes. 

2. Volume: 2.5 to 5.0 ce. 

3. Motility: 60 to 70 per cent within two 
hours; 25 to 40 per cent within six 
hours. 

4. Sperm count: A minimum of 40 million 
per cubic centimeter, with a total of at 
least 125 million per ejaculate. 

5. Morphology: 80 per cent normal. 

Among other factors that should be con- 

sidered are the pH, which should be slightly 
alkaline, and the number of white blood cells 
relative to infection. All the factors involving 
evaluation of the semen must be considered 
collectively rather than individually. For ex- 
ample, a low sperm concentration is com- 
pensated for by a high volume. 


Treatment of Sterility in the Male 

Treatment of male sterility may be simple 
or hopeless. Regardless of any other handi- 
cap, the husband’s only requirement is an 
adequate number of normal spermatozoa, 
provided that these are properly placed for 
entrance into the cervix. This can be easily 
determined through postcoital examination 
of the cervical mucus, to be discussed later. 

Etiologically, treatment is directed to cor- 
rection of one or a combination of the follow- 
ing: anomalies of the genital tract, such as 
a deformity or hypogenitalism, infection, de- 
fective or inadequate spermatozoa, and im- 
potence. Moderate hypospadias is not be- 
lieved to be sign:ficant by most observers. 
Artificial cervical insemination should be 
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considered in the presence of complete hypo- 
spadias, an abnormally small penis, or other 
anomalies resulting in extravaginal ejacula- 
tion. Corrective surgery should be used only 
as a last resort. Infection, especially of the 
prostate or vesicles, may be helped by mas- 
sage and antibiotic therapy. Permanent tubal 
obstruction can be corrected only by com- 
petent surgery, the reported rate of success 
being only 10 per cent. 

Faulty spermatogenesis is a common and 
major problem. Lesser degrees of oligo- 
spermia may be helped by many measures. 
Dietary advice, adjunctive vitamins, and 
such hygienic measures as proper clothing 
and conditions for optimum intrascrotal tem- 
perature are indicated. Abstinence from to- 
bacco is believed to be important by some, al- 
though there is no clear evidence that smok- 
ing is harmful. Prolonged continence from 
five to seven days, especially prior to coitus 
timed with ovulation, is believed by some to 
be helpful. Precoital alkaline douches may be 
beneficial. Following properly timed coitus, 
the wife should remain on her back with her 
thighs acutely flexed for one hour. The latter 
measure is suggested for anterior tilting of 
the pelvis to encourage optimum contact of 
sperm and cervical mucus. She should also 
remain in bed for at least four hours. If 
these measures fail, one may resort to arti- 
ficial placement of the oligospermatic semen 
into the cervix, but not beyond the upper 
confines of the canal. Cervical cap insemina- 
tion may be successful when other measures 
have failed. 

Artificial insemination involving extra- 
marital donors must, at the best, be reserved 
for wives whose fertility has been clearly 
adjudged and whose husbands are known to 
be sterile. Such a procedure is fraught with 
psychologic, legal, religious, and ethical dif- 
ficulties. It can become an expensive and 
time-consuming proposition. 

The value of testosterone, as well as of 
various forms of gonadotrophic therapy, is 
still conjectural, and is viewed with pessi- 
mism by most observers. While it may stimu- 
late sex drive and even hypoandrogenism, it 
may also damage seminal function. A re- 
cently postulated “dormant” or delayed ef- 
fect of this drug for spermatic deficiency 
warrants further study. Many feel that thy- 
roid is the only endocrine therapy indicated 
in these cases. The basis of extreme degrees 
of oligospermia and azospermia may be dis- 
covered by testicular biopsy. If the histologic 
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examination shows adequate spermatogen- 
esis, obstruction of the genital tract is likely. 
Only surgery can help these cases, but the 
chance of success is usually less than 10 
per cent. 

Impotence is usually related to psycho- 
genic influences which are slowly but surely 
becoming appreciated. Failure of erection 
due solely to hormonal deficiency is rare, 
and overzealous androgenic therapy is there- 
fore to be condemned. The psychosomatic 
approach to impotence is important and de- 
serves attention. 


Evaluation of the Female 

The third group of causative factors in 
sterility—those of the female pelvis—will be 
considered on an anatomic basis. The brief 
discussion which follows includes many of 
the principles and practices advocated in the 
Fertility Clinic of the Free Hospital for 
Women (Brookline), a teaching center asso- 
ciated with the Harvard Medical School. 


Vaginal factors 

Vaginal causes of infertility are anatomic 
obstruction, dyspareunia, and infection. They 
prevent proper access of the semen to the 
cervix. 

Obstruction is discovered by history and 
digital examination. Progressive dilation 
with glass vaginal forms or by plastic sur- 
gery are the usual forms of treatment. Psy- 
chogenic factors must be kept in mind. 

Dyspareunia is found by careful history 
taking and examination. Treatment depends 
upon the cause—disease, trauma, or psycho- 
genic factor—and is directed respectively to- 
wards the physical condition, coital habit, or 
psychologic attitude. 

Vaginitis, fortunately, is rarely a cause of 
sterility. Diagnosis requires inspection of the 
vagina, and frequently a smear or culture. 
Bacterial and Trichomonal infections usually 
respond to a faithfully used acid douche and 
a regimen of topical medication. Fungus in- 
fections may prove to be more resistant and 
require office therapy. Stubborn cases may 
warrant examination of the husband’s pros- 
tate. 

Cervical factors 

Cervical factors include inflammation, 
abnormal secretion, and inaccessibility. 

Cervicitis and endocervicitis are easily 
diagnosed by visual examination, biopsy 
when indicated, and postcoital microscopic 
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examination of cervical mucus. The latter 
procedure is valuable in demonstrating the 
_degree of insemination and preservation of 
spermatozoa. Coitus is advised during the 
estimated ovulation phase and examination 
performed from four to about 16 hours 
thereafter. Douches must not be used, and 
patients should be instructed to remain su- 
pine for at least two hours after coitus. 


‘at Naturally, spermicidal lubricants must also 
be avoided. 

The cervix is exposed, wiped clean, a drop 

{ of endocervical mucus removed by forceps 


or pipette, placed on a glass slide under a 
cover slip, and examined under dry high- 
power magnification. The presence of frank 
pus indicates endocervicitis and possible en- 
| dometritis. A moderate number of leuko- 
cytes, not more than 20 per high-power 
field, may be insignificant, but suspicion 
points to mucus containing masses of dead 
spermatozoa. Proper interpretation demands 
previous examination of the semen, and the 
il postcoital examination must have been con- 
i | ducted at or near ovulation time. At other 
| times cervical mucus may physiologically 
contain many leukocytes, and the secretions 
be below the optimum level for sperm recep- 
tion (vida infra). Superficial cervicitis may 
be treated by cauterization, local medication, 
or both. If marked, careful conization of the 
{ cervix, with supplementary antibiotics and 
H douches, may be necessary. Conization must 
be guarded to prevent excessive destruction 
of the cervical glands. The same is true in 
treating endocervicitis. Overzealous cauter- 
ization may result in a dry, poorly function- 
ing cervix, if not in stenosis. 

Abnormal secretion may be either insuffi- 
cient or excessive. The biophysiologic proper- 
ties and interpretation still leave much room 
} for further study. Postcoital examination of 
cervical mucus, if made at actual time of 
ovulation as previously discussed, may be of 
great diagnostic value. At other times, nor- 
4 mal endocervical mucus is viscous, scanty, 
and contains considerable cellular debris and 
leukocytes. During the ovulation phase, it is 
more plentiful, less viscous, clear, and con- 
tains few, if any, cellular elements. Assum- 
ing healthy semen, normal mucus should 
contain at least 10 motile sperms per high- 
power field. If the count is less than 10, or 
if with even larger numbers present, more 
than a third are of altered morphology, the 
test (possibly more accurately timed) must 
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be repeated. Persistence of the aforemen- 
tioned findings is highly suggestive of al- 
tered cervical secretions, causing repulsion 
or destruction of normal sperms, abnormal 
sperms, or inaccessibility of the cervix for 
sperm reception. If repeated negative tests 
have not been preceded by examination of 
the semen, the latter should be insisted upon. 
Fortunately, insufficient mucus at ovulation 
time is uncommon, for it is difficult to cor- 
rect. Estrogens may be helpful, but must be 
given in small doses to avoid suppression of 
ovulation. Dilation of the external os or 
posterior discission may be helpful. 

Inaccessibility of the cervix to sperma- 
tozoa is usually due to a retroverted fundus, 
which displaces the cervix anteriorly and 
places it less than 3 cm. from the inferior 
border of the symphysis. It is diagnosed by 
digital and visual examination, thence con- 
firmed by postcoital test. Treatment con- 
sists of manual replacement of the displaced 
uterus, pessary, and corrective coital tech- 
nique, with intracrural intromission. If, on 
the other hand, the cervix is too deeply placed 
in the vagina, delayed withdrawal and post- 
coital anterior tilting of the female pelvis 
may be helpful. Surgery is reluctantly em- 
ployed only as a last resort. 

Uterine factors 

Infertility factors of the uterine fundus 
are endometrial dysfunction, inflammation, 
and congenital or developmental abnormali- 
ties. 

Endometrial dysfunction depends, in the 
main, upon anovulation and improper estro- 
gen-progesterone action. This factor may be 
ascertained through menstrual history, basal 
temperature charts, and endometrial biopsy 
or curettage. Regular catamenia with nor- 
mal and similar flow assumes progestational 
effect. Daily awakening temperature charts 
may also be used as supplementary evidence, 
but are of value only after several monthly 
patterns have been obtained. While rectal 
temperatures are more desirable, oral re- 
cordings are acceptable. Comparatively low 
pre-ovulatory and higher postovulatory levels 
(the so-called “biphasic” pattern) indicate 
the proliferative and secretory phase respec- 
tively of each cycle. The point at which the 
temperature begins to rise indicates proxi- 
mate ovulation, and indicates the proper 
time for intercourse. This rise also aids the 
physician in planning certain studies in 
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which knowledge of ovulation time is advan- 
tageous, 

The test for endometrial dysfunction is 
biopsy or curettage. Curettage is reserved 
for selected cases, since office biopsies are 
easier, more expedient, and less inconvenient 
and expensive for the patient. A small, spe- 
cial type of curette is becoming increasingly 
popular over the older suction method. Tis- 
sue must be obtained either as soon after 
estimated ovulation as possible or on the 
first day of menstruation, for between these 
times the potential danger of traumatic abor- 
tion must be considered, Interpretation of 
biopsy tissue is too technical for this presen- 
tation. Suffice it to say that the basic issue 
is function or failure of the corpus luteum. 
With failure, study of temperature charts 
and repeated biopsies at later intervals are 
usually indicated before sound conclusions 
and competent therapy can be formulated. 
Treatment, at best, is only hopeful of pro- 
ducing ovulation. Most observers feel that 
cyclical progesterone therapy is promising. 
Other aspects of treatment will be discussed 
later in conjunction with ovarian dysfunc- 
tion. 

Inflammation is usually diagnosed by ex- 
amination of endometrial tissue or postcoital 
cervical mucus. With the latter, however, 
endocervicitis is the usual offender. Non- 
specific types of infection may be eliminated 
by antibiotics. While hysterectomy was for- 
merly indicated for tuberculous endometritis, 
streptomycin has given such encouraging re- 
suits that some new antibiotic may later 
preclude such radical treatment. 

Abnormalities of the fundus are diagnosed 
by manual examination, transcervical prob- 
ing of the endometrial cavity, and hyster- 
ography. Hypoplasia uteri, or infantile uter- 
us, is fairly common, constitutes a sterility 
potential, and is difficult to treat. Thyroid, 
estrogens, and other hormones may be tried, 
but the required doses usually affect ovula- 
tion, and menstrual disorders may result. 
Anatomic deformities — notably duplicated 
uteri, malposition, and fibroids—should not 
be overestimated as causes of sterility. Sur- 
gery should be resorted to only after other 
factors have been eliminated. 


Tubal factors 

Tubal functions of infertility are adhesions 
with or without inflammation, fimbrial in- 
competence, obstruction, and dysfunction. 
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These factors will be considered collec- 
tively, since their diagnosis and treatment 
are closely related. The following diagnostic. 
procedures apply to them all: bimanual pal- 
pation, tubal insufflation, salpingography, 
and culdoscopy. Tubal functions such as 
proper secretion, acceptance and conveyance 
of the sperm, and transport of the fertilized 
ovum to the uterus are assumed. Many as- 
pects of tubal function are beyond our pres- 
ent knowledge. We do know that patency of 
the tube is mandatory. Unfortunately, its 
absence is a common cause of sterility. 
However, its presence can usually be ascer- 
tained by insufflation or salpingographic 
studies. The former is preferred for many 
reasons, but when doubtful must give way 
to salpingography. Both procedures require 
specific equipment and gentle, dexterous 
technique. Contraindications include men- 
struation, active pelvic infection, and any 
likelihood of conception. The latter consider- 
ation requires that the procedure be per- 
formed sometime between the cessation of 
menstruation and before ovulation. Carbon 
dioxide is much preferred over air for in- 
sufflation. Pressure should be applied slowly 
to reach a maximum of 200 mm. of mercury. 
Subsequent shoulder pain, while confirma- 
tory, is not essential proof of tubal patency 
with passage of gas. A positive result indi- 
cates only patency, not normal function. Re- 
peated negative insufflations strongly sug- 
gest tubal obstruction, but doubtful results 
should be settled by salpingography. The 
latter procedure may also be helpful in hys- 
terography to diagnose such conditions as 
neoplasms, hypoplasia, and malposition. 

Culdoscopy (telescopic visualization of the 
pelvis through the cul-de-sac) may decide 
whether laparotomy is indicated. The details 
of this procedure, as originated by Decker, 
are omitted, for it can be performed only by 
specially trained persons. It should be con- 
sidered whenever tubal or ovarian lesions 
and deformities are suspected. 

Treatment of tubal disorders is restricted 
by inaccessibility, limited knowledge of tubal 
functions, and the pessimistic outlook for 
corrective surgery. Such common offenders 
as permanent tubal closure, fimbrial incom- 
petence, tubal adhesions, and congenital ab- 
normalities will respond only to surgery. 
The operative procedures must be well chosen 
and preceded by evaluation of all other fac- 
tors. Any form of tuboplasty is a delicate 
procedure which, at best, can offer only a 
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20 per cent chance of success. Patients must 
not be misled as to the possible results. Some 
observers think that insufflations may cor- 
rect tubal occlusions of a mild degree. Re- 
peated insufflations, however, may incur 
such dangers as infection, endometriosis, ec- 
topic pregnancy, and traumatic abortion. 
Acute infections of the fallopian tubes are 
usually best treated by antibiotics. 


Ovular factors 

Anovulation, luteal inadequacy, and defec- 
tive ova are accepted ovarian factors in 
infertility although often difficult or some- 
times impossible to identify. These factors 
will be discussed collectively, because of their 
close relationship and mutual diagnostic and 
therapeutic principles. 

Diagnosis should include a careful his- 
tory—especially of the incidence and quality 
of menstruation — temperature charts, and 
endometrial biopsy, as previously discussed 
in the diagnosis of endometrial dysfunction. 
The close relation between endometrial and 
ovarian function—notably corpus luteal ac- 
tivity—demands this mutual consideration. 

Treatment of the aforementioned disor- 
ders embrace a common pattern. A strict 
regimen to improve the general health and 
hygiene may be helpful. Many observers ad- 
vocate the use of thyroid in doses regulated 
to tolerance. Any appreciable anemia should 
be corrected. The greatest problem is gen- 
erally that of producing ovulation with 
proper luteal activity in refractory ovaries. 
This major hurdle still baffles the therapist. 
The usual resort is cyclic menstrual regula- 
tion with estrogen and progesterone ther- 
apy. The various methods employed by dif- 
ferent clinicians are beyond the scope of this 
presentation. Chorionic and pituitary prepa- 
rations are still viewed with pessimism. 
X-ray therapy for ovarian stimulation may 
do more harm than good. 

Gross disease or anomaly of the ovaries— 
notably neoplasms, adhesions, endometriosis, 
and malposition — constitute another group 
of ovarian factors in infertility. In contrast 
to those factors previously discussed, these 
abnormalities may be amenable to surgery. 
In addition to the other ovarian diagnostic 
procedures, culdoscopy or pelvic laparotomy 
may be in order. One should not become too 
enthusiastic about corrective surgery, how- 
ever. 
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Conclusions 


The progressive number of marriages with 
an approximate 10 per cent incidence of 
marital sterility presents a growing prob- 
lem to the medical profession. Simple re- 
assurance and indoctrination by the physi- 
cian will “cure” many young and commonly 
ignorant married couples of their “sterility.” 
Neither the diagnosis of sterility nor the 
extensive investigation it demands are justi- 
fied until at least one year of intelligent 
marital endeavor has been futile. Since ster- 
ility is generally due to more than one factor, 
investigation must be thorough and complete, 
and must precede any therapy of an appre- 
ciable degree. 

Thorough investigation of the husband 
cannot be overemphasized. While absolute 
factors in male sterility may not be detected, 
many contributing or relative factors may 
be present, 

Properly treated patients have an approxi- 
mate 30 per cent chance for pregnancy. Many 
contributing factors—such as errors in in- 
semination, spermatic and ovarian deficien- 
cies of a mild nature, hypothyroidism, and 
certain infections in both male and female— 
are correctable. On the other hand, certain 
absolute factors carry a poor prognosis— 
azospermia, complete obstruction of the ovi- 
ducts or spermatic system, absolute ovarian 
failure, and certain malformations. With the 
latter factors, the physician must be frank 
and appropriately pessimistic, though he 
must never tell any woman with a uterus, 
an ovary, and a husband that pregnancy is 
impossible. Adoption should be sympathetic- 
ally and tactfully discussed. Artificial in- 
semination is another recourse, but only in 
carefully selected cases. 

Endocrine therapy in general—notably by 
estrogens, progesterone, androgens, and gon- 
adotropes—is overrated and leaves much to 
be desired. The same is true of vitamin ther- 
apy.-Thyroid may enhance ovarian or sem- 
inal function, but can certainly be harmful 
if given injudiciously. Surgical treatment has 
been overdone. There has been an estimated 
occurrence of only 3 per cent full term preg- 
nancies from all pelvic plastic procedures 
for sterility. 

The childless couple is hindered nowadays 
more by misinformation than by any other 
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factor. This fact should challenge the med- 
ical profession. While much. remains to be 
accomplished, progress in the treatment of 
sterility has been great, especially during 
the past decade. 


MEDICOLEGAL PITFALLS 


E. C. FISHER 
RICHMOND, VIRGINIA 


Fifty or sixty years ago, the average pa- 
tient would have as soon thought of suing 
his minister as his family physician. The 
family doctor was an esteemed friend. With 
the passing of time, however, and the trend 
towards specialization, this intimate rela- 
tionship between doctor and patient has not 
been maintained. Because of the lack of an 
intimate relationship between patients and 
physicians, many people look upon their doc- 
tors as they do their grocerymen or garage 
mechanics, except that they can tolerate ex- 
cuses and mistakes from a layman while 
expecting their doctors to be superhuman 
beings who can never make an error. 

It has always been the policy of our com- 
pany to attempt to avoid claims, as well as 
to protect and defend the members of the 
profession against whom claims and suits 
have been brought. I will try to outline some 
of the things we believe will tend to mini- 
mize the ever increasing number of un- 
founded claims against physicians and den- 
tists. 

During the last few years, the majority of 
doctors, along with the general public, have 
enjoyed large incomes. Group hospitalization 
insurance has sent to doctors and hospitals 
people who in the past would not have sought 
medical care. Even those who do not have 
such insurance have been better off finan- 
cially in the last few years. This situation 
has put an added strain on the hospital facili- 
ties, and individual physicians have had less 
time to give to their patients. The average 
patient does not relish being brushed off and 
treated impersonally. He feels that his is the 
most important case of the doctor’s day, and 
that his long tale of woe should be listened 
to sympathetically. If an immediate cure is 
not effected, he is likely to blame it on the 
doctor’s hurry and impatience. Some ignor- 
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ant and uneducated people feel that the doc- 
tor, being well fixed financially, is a perfect 
target for a claim or law suit, and, whether 
they have a real or an imagined grievance, 
are prone to run immediately to the nearest 
attorney. 

While some proponents of socialized medi- 
cine harp upon these matters in an effort 
to carry their point, all who realize the utter 
absurdity of socialized medicine must band 
together to defeat it. We must not, through 
any act of omission or commission, give these 
people ammunition for their warfare. A lit- 
tle sympathetic listening and applied psy- 
chology will do more for some patients, as 
you well know, than any drug in the pharma- 
copoeia, and may help to prevent these 
claims. 


Treat Every Patient as a Possible 
Claimant 

It is asad commentary on the present state 
of world affairs that so many people are 
looking for something for nothing and that 
doctors have to be somewhat skeptical about 
a large number of their patients. One good 
rule to follow is to treat every patient, espe- 
cially a new one, as a potential claimant. It 
often happens that the patient over whom 
you have worked the hardest and with whom 
you secured the best results will have the 
least appreciation. Frequently this attitude 
is caused by ignorance, but more often by 
avariciousness. 

In Richmond a few years ago a young man 
who had been shot in his right leg was car- 
ried to a hospital, and a prominent surgeon 
left his bed at 2 a.m. to operate. The leg 
could not be saved and, as the patient was 
in severe shock, a hasty amputation was 
done. Through faithful medical and nursing 
care, he recovered. He was placed, at no cost 
to himself, in a rehabilitation clinic where a 
re-amputation was done in order to provide 
a suitable flap, an artificial leg was fitted, 
and rehabilitation was effected. In his ignor- 
ance, the patient thought that, because re- 
amputation to provide the flap was neces- 
sary, the surgeon who originally amputated 
his leg had done it improperly, and he 
promptly brought suit against the surgeon. 
This may seem to be an exaggerated case, 
but our files are full of other suits with as 
little merit. The charity patient is just as 
prone to bring suit and has just as strong a 
chance of making a recovery in dollars and 
cents as the patient who is able and willing 
to pay his bill. 
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Keep Adequate Records 

A factor which frequently handicaps us 
in the proper investigation of claims against 
professional men is the failure to keep ade- 
quate records. Frequently one of our ad- 
justers calls on a doctor to investigate a 
claim against him, asks the privilege of look- 
ing over the office records, and finds how 
absolutely inadequate they are. We recently 
had a case of a dentist who had simply re- 
corded on his office card that he had ex- 
tracted a tooth, neglecting to say which tooth, 
and the patient was then claiming that the 
wrong tooth had been extracted. 


Detailed histories are important, as they 
often throw light on the patient’s background 
and enable us to acquire information that 
may well defeat the suit at hand. Medical 
records are just as important from the stand- 
point of the doctor’s own protection as they 
are for the patient’s welfare. Not only should 
such records be kept but they should be pre- 
served for a reasonable period of time, since 
several years may elapse before a suit or 
claim is brought. Of course, in the case of a 
minor, the statute of limitations does not be- 
gin to run until the child has reached his 
majority, and in North Carolina the statute 
of limitations is three years after the time 
that the patient has become 21 years of age. 


Avoid Misleading Remarks 


Many claims of malpractice have been 
precipitated by a perfectiy innocent remark 
made by some doctor or nurse. The average 
layman does not understand medical terms 
and may be prone to twist and distort the 
meaning that the doctor had in mind. We 
recently had a case of a typical anesthetic 
death. The patient was on the table for a 
simple dilation and curettage when suddenly 
her blood pressure dropped, and she died, 
through no one’s fault. A few days later the 
patient’s husband called on the surgeon and 
inquired as to the cause of death. The sur- 
geon replied: “It was one of those medical 
accidents which occur.”’ Although his mean- 
ing is perfectly clear to you and me, the word 
“accident” to the layman implied that some- 
thing had happened as the result of some- 
body’s negligence, and he promptly brought 
suit against the surgeon. Had the doctor 
taken a little time to explain to the bereaved 
husband that such deaths sometimes occur 
during the administration of anesthesia, that 
they are unpredictable and unpreventable, 
and that they constitute one of the risks of 
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the operating room over which no one has 
any control, he might have saved himself an 
embarrassing law suit. 

Furthermore, the average patient does not 
understand any explanation given in highly 
technical terms. Were a patient told that he 
had a severe ecchymosis, he would immedi- 
ately think of some dread disease, whereas 
if it were explained that he had a bruise on 
his leg which would be all right in a couple 
of days, he would go on his way rejoicing. 
It has been our experience that many a claim 
has been precipitated by too detailed a dis- 
cussion of symptoms and findings in compli- 
cated language. We have found that the best 
practice is to reassure the patient in as sim- 
ple terms as possible, not going into great 
detail unless pressed. 

Frequently doctors are misquoted, and 
Mrs. Jones goes home and tells Mrs. Smith 
that the doctor said that she had the worst 
case of phlebitis that he had ever seen, when 
in all probability he told the woman that she 
had neuritis. Many claims arise over back 
fences while patients are discussing their 
ailments with their next door neighbors. 

Another mistake that physicians frequent- 
ly make, in their effort to encourage and 
reassure the patient, is to lead him to expect 
a perfect result. The practicing physician 
should be constantly on guard against say- 
ing anything that can be construed as a 
guarantee. In all fields of medical practice, 
untoward results will occur at times. 

Don’t Criticize Other Physicians 

Another cause of many unfounded claims 
of malpractice is the careless criticism of 
fellow practitioners. Extreme care must al- 
ways be exercised in this regard. It has been 
said that the raising of an eyebrow or the 
inflection of a voice has planted the seed of 
discontent in a patient’s mind, even though 
no malice or criticism was intended. You 
may honestly disagree with another doctor’s 
handling of a case before it comes to you. It 
may also be that you are right and the other 
doctor in error, but remember always that, 
though he may have made a mistake, in 99 
per cent of the cases he did what he honestly 
thought was right, and the mere fact that 
you let the patient know that you disagree 
with the treatment given or the opinion ex- 
pressed by the other physician may well pre- 
cipitate a claim. 

We are most fortunate in having the co- 
operation of the profession as a whole in the 
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defense of these claims. In Virginia and the 
Carolinas doctors are ready and willing at 
all times to help defend an unfounded suit 
against another member of the profession. 


. When any doctor starts furthering his own 
_ends by criticizing other members of his pro- 


fession or by testifying, for a fee, to some- 
thing that may not be altogether true, the 
profession is headed for disaster. 


On Occasion Delay Pressing Bill 

Another precipitating factor in many 
claims against doctors is the effort on the 
part of the patient to evade paying his bill. 
If and when at any time a patient appears 
dissatisfied or appears as a potential mal- 
practice claimant, delay in pressing the bil! 
until the statute of limitations for the dam- 
age suit has run out might be recommended. 
We do not advocate and never will advocate 
that a physician let himself be frightened by 
a potential claim by a patient who is simply 
trying to avoid paying the bill, but the cases 
to which I have reference are those in which 
some trivial thing has gone wrong which the 
patient may magnify and use as an excuse 
or the foundation for a law suit. 


Avoid Damaging Admissions and 
Commitments 

If a patient comes back to complain about 
something you have done, never make any 
admission or commitments even if his com- 
plaint is, in your opinion, somewhat justi- 
fied. You have no desire to withhold from 
the patient any information to which he is 
entitled, nor to see that he does not get every- 
thing due him, but frequently innocent com- 
mitments and admissions, made in an effort 
to placate a dissatisfied patient, will be used 
later as an admission of liability on your 
part. 

It often happens that a doctor receives a 
message from some attorney stating that he 
represents a certain patient and is investi- 
gating to see if the patient has a proper 
claim against the doctor. Sometimes the doc- 
tor will sit down and discuss the matter with 
the attorney or write a letter that could be 
very damaging, since, in most cases, the law- 
yer is simply trying to obtain all the damag- 
ing evidence that he can. Should you receive 
such a letter, turn it immediately over to 
your insurance carrier; or, should the attor- 
ney call in person, refuse to discuss the mat- 
ter with him, stating firmly but politely that 
he is engaged in the practice of one profes- 
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sion and you in another, and that you would 
rather have your representative discuss the 
matter than do it yourself. 


Promptly Notify your Insurance Carrier 

I would like to stress that when the first 
inkling of a possible claim for malpractice 
against you arises, promptly report it to your 
insurance carrier. There are several reasons 
for this, one being that in the event of a re- 
port your representative will have a chance 
to decide whether or not an extensive inves- 
tigation is indicated at that time, or whether 
or not the matter should be left alone to 
await developments. By so doing, moreover, 
you obviate any chance of jeopardizing your 
insurance coverage by delayed notice. Your 
carrier is aware of the matter from the be- 
ginning, and is in a much better position to 
protect your interests and those of the com- 
pany. In many instances, he will be able to 
secure enough information to discourage the 
actual filing of a suit. Law suits are expen- 
sive and time-consuming, and I would hazard 
the guess that at least 80 to 85 per cent of 
the claims and suits that are brought against 
doctors are absolutely without just grounds. 
There are a few cases, however, in which 
the patient may be due some settlement. In 
this small percentage of cases, your insur- 
ance carrier will never attempt to settle the 
case without your written consent. This is 
the only type of insurance contract which 
contains such a provision that I know. 


Refer Doubtful Cases 

For those of you who are practicing in 
rural areas where x-ray and laboratory facil- 
ities are not available, the problem is more 
difficult. I say to you, however, that in un- 
usual or doubtful cases, make assurance 
doubly sure by referring the patient to the 
nearest location where such facilities are 
available. We have lost several cases in rural 
areas where the physician relied entirely 
upon his own observations without the aid 
of x-ray films, blood counts, blood chemistry 
studies, and so forth. Again, these procedures 
should be taken as much for the doctor’s 
protection as for the health of the patient. 


Identify the Patient 


It seems almost unnecessary to warn a 
surgeon to be sure that he is operating on 
the right patient. Not long ago, however, a 
doctor came into the hospital one morning 
to perform a tonsillectomy on a patient who 
had been posted. He went to the operating 
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room, scrubbed, and the orderly rolled in a 
patient. The doctor proceeded to remove the 
child’s tonsils and adenoids, and the patient 
was returned to his room in good shape. 
Suddenly, to the consternation of everyone 
concerned, it was discovered that the orderly 
had brought the wrong patient to the oper- 
ating room. The child on whom the surgeon 
had operated was in the hospital for an 
entirely different complaint, and the patient 
who was posted for the tonsillectomy was 
still the proud possessor of his tonsils and 
adenoids. Of course, the patient who had 
lost his tonsils and adenoids had not been 
harmed in any way, but the parents claimed 
that he did not need the operation and had 
been subjected unnecessarily to anesthesia 
and other surgical hazards, and were de- 
manding large sums of money. 

Another example of mistaken identity was 
brought to our attention recently when a 
policyholder posted a patient for an appen- 
dectomy. He was to perform a vas ligation 
on another patient on the same day and con- 
fused the two cases in his own mind. The 
patient who was supposed to have his appen- 
dix removed was brought to the operating 
room, the surgeon promptly performed the 
vas ligation, and it was not until the opera- 
tion was completed and the patient was back 
in his room that the mistake was discovered. 
Needless to say, the patient, a 33 year old 
man, was irate, and a law suit resulted. 


Serving the Medical Profession 


We do not handle claims against profes- 
sional men as we do automobile claims. It 
is all well and good for us to decide that it 
would be cheaper to settle for Bob Brown’s 
automobile accident than to defend a law 
suit. Since anyone who drives an automobile 
can be involved in an accident, the claim 
can be settled without reflecting upon Mr. 
Brown’s driving ability, his professional 
skill, his mentality, or his character. When 
we settle a claim against a doctor or profes- 
sional man, however, we have to admit that 
he has been negligent in some way or we 
would not be settling the claim. That is one 
of the reasons that the provisions referred 
to previously are written into your policy, 
and that these cases are so carefully investi- 
gated and prepared. 

Our representatives do not like to take up 
a doctor’s time unnecessarily, but we feel 
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that in making detailed and careful prepara- 


tions for the defense of these cases, we are 


not only serving the individual doctor in- 
volved but the medical profession as a whole. 
I am sure that most physicians realize this 
fact, because you cooperate with us so splen- 
didly in the investigation of these cases. 


EARLY NORTH CAROLINA MEDICINE 


North Carolina Medical Society 
Meeting, 1801 


DoroTHY LONG* 
LEXINGTON, KENTUCKY 


A little more than one hundred fifty years 
ago, in December, 1801, the Medical Society 
of North Carolina met in Raleigh, and its 
annual meeting is described in some detail in 
the American Review and Literary Jour- 
nal”, The report of the meeting, dated De- 
cember 8, says that the society met “on 
Tuesday last, and adjourned on Thursday,” 
and that “a considerable number of respec- 
table Physicians from various parts of the 
State were present.’”’ The address by the 
president of the society was described as “a 
cursory narrative of the progress of the 
Science of Medicine from the earliest ages 

. and of the most eligible means of pro- 
moting its utility.” Among the other speeches 
was one by Dr. Starling Wheaton, who was 
later elected recording secretary for the fol- 
lowing year. His paper was “an ingenious 
practical Treatise on general Dropsy . . . in 
which a successful method of treating that 
formidable disease was illustrated by rela- 
tion of particular cases,” to quote again the 
report of the meeting, which may well have 
been prepared by Dr. Wheaton himself. 

Among other items of business discussed 
at this 1801 meeting was a plan to collect 
“such indigenous productions of the United 
States as may be found to have medical 
properties” and to preserve them in a bot- 
anic garden which the society hoped to estab- 
lish at the place of its annual meeting. At 
an earlier date the medical society had tried 
to encourage the cultivation of medicinal 
plants by offering prizes to those who suc- 
cessfully produced opium, rhubarb, and cas- 
tor oil. According to the report in the 
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American Review, some of these substances 
had been produced, but not in sufficient 
quantities to entitle anyone to the prize, so 
that the society decided to continue its offer 
for another year. Apparently it also awarded 
a prize for a scientific paper, since the report 
states that “The best mode of preventing 
and curing infantile diseases is given as a 
prize subject for the ensuing year.” In addi- 
tion, four members, whose names are not 
given, were chosen to present dissertations 
at the next annual meeting. A committee was 
also appointed to plan for the establishment 
of a library and “the collection of a Museum 
of Anatomical Preparations, and such other 
Curiosities of Nature and Art as may be 
deemed worthy of preservation by the Physi- 
cian or Naturalist.” 

Officers elected for the year 1802 were 
Drs. John C. Osborn, president; Thomas 
Mitchell and Richard Fenner, vice presi- 
dents; James Webb and John Claiborn, cen- 
sors; Calvin Jones, corresponding secretary ; 
Starling Wheaton, recording secretary; and 
Cargill Massenburg, treasurer. The duty of 
the censors, apparently, was to examine can- 
didates for entrance into the society, as the 
Transactions of the North Carolina Medical 
Society for the year 1889 contains the state- 
ment, “One old record says ‘Mr. Charles 
Smith presented himself for membership, 
and having been examined by the censors 
in the presence of the Society, was admit- 
ted to membership.’ (This was in 1798 or 
1799) 

Some of the officers elected for the year 
1802 were doctors about whose careers little 
has been written, but information is avail- 
able concerning others. One interesting item, 
evidently describing one of the vice presi- 
dents, is derived from the Thomas Hender- 
son Letter Book, 1810-11, a bound volume 
of manuscript accounts of several counties, 
written for the Raleigh Star by residents of 
the various counties, and later reproduced 
in the North Carolina Historical Review by 
A. R. Newsome. The description of Franklin 
County™’, dated June, 1810, says that Dr. 
Thomas Mitchell came to America in 1789 
or 1790, from Aberdeen, Scotland, where “he 
practiced Physic for some time with suc- 
cess,” and that he was “not only a Gentle- 
man of great skill in his profession, but of 
science and general knowledge—there were 
few subjects on which the Doctor could not 
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communicate information and he delighted 
in the communication—in the course of his 
practice he performed some wonderful cures 
of which there are living witnesses, and it 
is believed that he was the first in this part 
of the Country who in any great degree intro- 
duced Electricity into the practice of Physic 
—we know he introduced it with success— 
when residing in Scotland he wrote some 
articles for the Second Edition of the Ency- 
clopedia Britannica (This edition was pub- 
lished in the years 1777 to 1784.), for which 
he received the thanks of the compilers, and 
we have reason to believe that had he lived 
he would on the subject of Medicine have 
added to our stock of knowledge.” 
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Children Safe With New Armour Aspirin 

A “child-proof” form of aspirin was announced 
recently by The Armour Laboratories of Chicago. 

The new form of the common drug, under the 
Armour trade name of Crystar, eliminates the ma- 
jor objections which make it difficult for mothers 
to give to children when the family physician pre- 
scribes it. : 

The secret of the new product is simple: It is 
tasteless, Crystar is not bitter like common aspirin 
and consequently can be added to any familiar liquid 
like milk or orange juice without objection, Ordi- 
nary aspirin is often rejected by children because of 
the impossibility of disguising its bitterness. 

At the same time, since Crystar is tasteless rather 
than flavored, as is some “pediatric aspirin,” chil- 
dren are not tempted to hunt it out in the medicine 
chest without their mother’s knowledge and eat 
enough of it to poison themselves, in the belief that 
it is candy. 

Crystar is a powder which is freely soluble in 
liquids ordinarily given to children. It does not 
change their taste. It is supplied in packets which 
contain exactly one grain, 24 packets to a box, One 
packet, or one grain, will dissolve readily in as 
little as two teaspoonsfuls of water, juice or milk. 


Combined Milibis-Aralen Tablet Highly Effective 
Against Amebiasis and Malaria 

A new drug preparation combining the com- 
pounds Milibis and Aralen in a single tablet has 
been used with notable success in the treatment 
and prevention of both amebiasis and malaria, re- 
cent medical studies reveal. 

Based on extensive clinical tests, one report con- 
cludes that Milibis-Aralen “will prove to be a valu- 
able compound in areas where both diseases are 
endemic.” 

The combined Milibis-Aralen tablet is now avail- 
able to the medical profession, it was announced 
recently by Dr. Theodore G. Kiumpp, president of 
Winthrop-Stearns, Inc. Each tablet contains 250 mg. 
Milibis and 75 mg. Aralen diphosphate, 
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THE NINETY-EIGHTH 
ANNUAL SESSION 


The ninety-eighth annual session of the 
State Medical Society was noteworthy for a 
number of reasons. Perhaps the most re- 
markable was the fact that the meeting of 
the House of Delegates was adjourned—with 
all business dispatched—before 10 o’clock 
Monday night. So far as could be learned, 
this was the first time that this has hap- 
pened in the memory of any living member. 
The achievement was made possible largely 
by the fact that all official reports had been 
submitted previously, and examined with 
care by the Executive Council the day be- 
fore. Every delegate had been provided with 
copies of these reports, and was given oppor- 
tunity to discuss any one or all. of them, so 
that there was no “railroading” at the ex- 
pense of fair play. 
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Another noteworthy event was the adop- 
tion of the Prepaid Medical Service Insur- 
ance Plan, which has been a subject of de- 
bate for the past four years. Dr. V. K. Hart 
and his committee deserve great praise for 
the tremendous amount of work they have 
done and the perseverance they have shown 
in developing a plan satisfactory enough to 
be accepted by the Society. Almost enough 
signatures have been secured from members 
to make it almost certain of a trial. One 
member of the Society was heard to tell 
Dr. Hart that Job had nothing on him when 
it came to patience, and the other members 
of his committee also deserve commendation 
for their loyal support. 

Both Dr. Hubbard’s addresses — his re- 
port to the House of Delegates and his presi- 
dential address at the Annual Dinner—were 
excellent, as may be seen by reading them in 
this journal. It was gratifying to hear him 
say that our Society last year reached its 
highest membership — 2,519 of the 2,775 
physicians listed in the A.M.A. Directory. 

One of the first actions taken by the House 
was the election of the North Carolina Gen- 
eral Practitioner of the Year, to be presented 
to the A.M.A. at its interim meeting in 1953. 
Dr. E. B. Lattimore of Shelby, who was last 
year’s choice and who came very near be- 
ing selected by the A.M.A. as the national 
representative, was again chosen by a good 
majority. 

Dr. Wiley D. Forbus, chairman of the 
Committee on the Coroner System, reported 
to the House that the committee proposed to 
have introduced early in the 1953 legislature 
a bill to establish a state medical examiner 
system instead of the antiquated coroner 
system now in use. He asked for the support 
of all our membership in urging their legis- 
lators to vote for such a bill. 

Many other important matters were dealt 
with in the first meeting of the House of 
Delegates—but they will be reported in the 
Transactions Issue of this journal, and need 
not be detailed here. 

The Officers’ Breakfast Tuesday morning 
was marked by two excellent addresses: one 
by Mr. Leo Brown of the A.M.A. Department 
of Public Relations, and the other by Dr. El- 
den C. Baumgarten of Detroit. It is hoped 
that both these will soon be published ir the 
NORTH CAROLINA MEDICAL JOURNAL. 

The opening General Session on Tuésday 
morning featured many visiting celebrities, 
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including Dr. John W. Cline, the president 
of the A.M.A., Mr. Mac Cahal, secretary of 
the American Academy of General Practice, 
and three new members of the University of 
North Carolina Medical School faculty. The 
headline address was, of course, Dr. Cline’s 
“Problems Confronting Medicine in the Im- 
mediate Future.” This is scheduled for pub- 
lication in an early issue of the NORTH CARO- 
LINA MEDICAL JOURNAL. Mac Cahal’s ad- 
dress, “Caution—Curves Ahead,” was also 
interesting and timely. 

At the President’s Dinner on Tuesday 
night, Dr. Reece Berryhill was toastmaster. 
President Fred Hubbard summarized the 
achievements of medicine in North Carolina 
during recent years, and stressed the im- 
portance of the doctor’s duties as a citizen. 
Dr. Cline outlined the principal medical ad- 
vances made in the first half of this century. 

Following the President’s Dinner, a floor 
show in the ball room preceded the Presi- 
dent’s Ball. 


Perhaps the chief feature of the Second 
General Session on Wednesday was the ad- 
dress by Mrs. Haven Smith of Nebraska, 
“The Relations of Doctors and the Farm 
Group.” Another feminine contribution 
which was well received was the prize win- 
ning essay of Miss Maude Bess Pow of Cra- 
merton. At the Conjoint Session with the 
State Board of Health, Dr. Roy Norton gave 
a good account of his stewardship as our 
State Health Officer during the past vear. 

The Nominating Committee—which had 
been selected a year ago—brought in their 
report, which was unanimously adopted and 
seemed to meet with general approval. The 
officers nominated were as follows: Dr. Jo- 
seph A. Elliott of Charlotte, president-elect ; 
Dr. George Paschal of Raleigh, first vice 
president; Dr. Forest Houser of Cherryville, 
second vice president. Dr. Millard D. Hill 
of Raleigh was unanimously re-elected secre- 
tary-treasurer, and district councilors were 
elected as follows: First, Dr. Zack Owens, 
Elizabeth City ; Second, Dr. James S. Rhodes, 
Williamston; Third, Dr. Donald Koonce, Wil- 
mington; Fourth, Dr. J. G. Raby, Tarboro; 
Fifth, Dr. Joe Hiatt, McCain; Sixth, Dr. Ar- 
thur London, Durham; Seventh, Dr. John 
Ormand, Monroe; Eighth, Dr. Norris Smith, 
Greensboro; Ninth, Dr. John Reece, Morgan- 
ton; Tenth, Dr. W. A. Sams, Marshall. 

Delegates to the American Medical Asso- 
ciation for three year terms, beginning 
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January, 1952, were elected as follows: Dr. 
Charles F. Strosnider, Goldsboro; Dr. B. O. 
Edwards, Asheville. Dr. Millard D. Hill, 
secretary-treasurer of the Society is auto- 
matically a delegate by virtue of his office. 

At the final General Session on Wednes- 
day afternoon Dr. Street Brewer was in- 
stalled as president. It is only necessary to 
repeat what was said in the report of last 
year’s meeting: “Dr. Street Brewer can be 
expected to maintain the high standards of 
his predecessors.” And the same can be said 
of President-Elect Joe Elliott. 


* * 


The innovation of having a Speaker of 
the House apparently met with general ap- 
proval. It is hard to think of a more for- 
tunate choice for this important job than 
Roscoe McMillan. His knowledge of parlia- 
mentary law, his unfailing good humor, his 
sense of fair play, his poise, and his per- 
sonality all combine to fit him for the place. 


* * * 


At the President’s Dinner Reece Berry- 
hill established two records as toastmaster: 
he did not tell a single story, and he ad- 
journed the dinner session only two minutes 
behind the time set. 


AN APOLOGY IS DUE OUR SPEAKERS 


The North Carolina Medicai Society is a 
large and vigorous body. As a smoothly- 
running organization, however, it leaves 
something to be desired. This was demon- 
strated clearly by the debacle in the First 
General Session at Pinehurst this year. The 
events of the morning are somewhat diffi- 
cult to reconstruct because of the writer’s 
absence early in the proceedings. As well as 
he can ascertain, the meeting began late be- 
cause of an excessively prolonged Officers’ 
Breakfast. Then, two guest speakers, first 
speakers of the morning, talked for approxi- 
mately twice their allotted time. As a result, 
the population of the session decreased pro- 
gressively with time until, by deponent’s 
count, 25 persons were present for the next- 
to-last and 15 for the last paper. 

This occurrence was an inexcusable af- 
front to our other speakers, men who had 
expended much time and effort preparing 
for our meeting. As an organization, we 
should tender them our humblest apologies, 
because all of us are guilty. Our leadership 
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is guilty of having failed to foresee the prob- 
lem and having failed to act forcefully when 
it arose. All of us are guilty of contributory 
negligence in not having taken preventive 
action long ago. 


This deplorable situation is not new. It 
has existed, in all likelihood, since the first 
orator thrilled to his own voice, and the 
first moderator lacked the moral courage to 
silence him. The situation is not new in our 
Society, as year by year the General Sessions 
have tended to become longer. We should de- 
lude ourselves no longer. A General Session 
lasting more than two hours is tiring and, 
towards the end, becomes a boring experi- 
ence. Remedial action should aim at limiting 
the total length of the individual sessions. 
Now is the time for action, and several rather 
obvious solutions might be considered: 


1. The annual meeting might be pro- 
longed another day and an extra General 
Session added. 


2. The specialty sections might be paired 
off so that only in alternate years would 
each section be permitted a General Session 
speaker. 


3. A system of clocks, buzzers, red lights, 
etc., could be purchased and used to bolster 
the moderator’s moral position. 


4. The speakers might be informed that 
the chairman intends to hew to the line of 
the time allotted, and that “Southern hos- 
pitality” is not a license for long-winded 
peroration. 


No one of these alternatives is a panacea 
for all the problems of medical meetings, 
but any one of them (or a combination) 
would prevent a recurrence of the disgrace- 
ful episode of our recent meeting. The prob- 
lem is squarely in the laps of the incoming 
president and the Executive Committee. It 
is to be hoped that they will act. 


JOHN BORDEN GRAHAM 


%* 
DR. LESTER A. CROWELL, SR. 


North Carolina medicine lost one of its 
shining lights when Dr. Lester A. Crowell, 
Sr., passed away on May 29. Had he lived 
until October 17 he would have been 85 
years old. Dr. Crowell came from a medical 
family. His father was a doctor, and two of 
his sons have followed the family tradition, 
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while a third is the business manager of the 
Gordon Crowell Memorial Hospital. 


Dr. Crowell was graduated from the Balti- 
more Medical College in April, 1892, and 
had been in practice for 60 years. In 1907 
he opened his own hospital, which was in- 
corporated in 1936 as the Gordon Crowell 
Memorial Hospital, named in honor of his 
son who died in 1926 after practicing with 
his father for four years. Another son, Les- 
ter, Jr., was graduated in medicine in 1930, 
and has been on the staff of’the hospital as 
an internist. Another son, Frank, has been 
business manager of the hospital. 


Dr. Crowell was one of North Carolina’s 
pioneer surgeons. He organized and was the 
first president of the Catawba Valley Medi- 
cal Society. He was a member of the State 
Board of Medical Examiners from 1920 to 
1926. In 1929-1930 he was president of the 
Medical Society of the State of North Caro- 
lina. He was a member of the Southeastern 
Surgical Congress, the Tri-State Medical 
Society, the American Medical Association, 
and was a fellow of the American College 
of Surgeons. “ 


Dr. Crowell’s genial nature, professional 
ability, and native endowment made him a 
born leader in his profession. He will be 
missed for many years to come; but his 
memory will be kept green through his sons 
and the hospital, which is now more than 
ever the Crowell Memorial Hospital. 


* 


DR. PAUL H. RINGER 


On page 308 of the Bulletin Board an 
account of the recent death of Dr. Paul H. 
Ringer lists many of Dr. Ringer’s achieve- 
ments. There were, however, at least two 
important omissions. In 1940-41 he was 
president of the Southern Medical Associa- 
tion. From the beginning he was a member 
of the Editorial Board of the NORTH CARO- 
LINA MEDICAL JOURNAL, and was its chair- 
man from May, 1944, until he moved to New 
York in September, 1950. Dr. Ringer was 
truly a gentleman and a scholar, and for 
years to come his impress will be felt on the 
medical profession of his adopted state of 
North Carolina. 
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NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE FOREST 
COLLEGE 

Dr, C, Sidney Burwell, research professor of med- 
icine and former dean of Harvard University School 
of Medicine, conducted the clinicopathologic confer- 
ence and a series of cardiovascular disease clinics for 
both undergraduate and graduate students at the 
Bowman Gray School of Medicine of Wake Forest 
College during the week of May 19. He delivered 
the Alpha Omega Alpha address on May 21, when 
10 students were initiated into the national honorary 
medical society. 


At the recent meeting of the Board of Trustees 
of Wake Forest College, several new faculty ap- 
pointments were approved. Dr, J, J, Bronfenbren- 
ner, who will join the faculty in July as research 
professor of microbiology, was among those elected. 
He will retire from his position as professor of 
bacteriology and immunology at Washington Uni- 
versity School of Medicine in Saint Louis, at the 
end of the current school year, having served in 
that capacity for 24 years, During his teaching 
career he has attained distinction in research, hav- 
ing had published many articles of scientific value 
in leading journals. He received his early education 
in Russia, and was awarded the Ph.D. degree by 
Columbia University in 1912 and the Dr. P.H. by 
Harvard in 1919. He has served as assistant in the 
Pasteur Institute in Paris; has directed research 
and diagnostic laboratories at Western Pennsylvania 
Hospital, Pittsburgh; and was later assistant pro- 
fessor of preventive medicine and hygiene at Har- 
vard, before assuming the directorship of the De- 
partment of Bacteriology and Immunology at Wash- 
ington University. 

Other new appointments include Dr. John R, Aus- 
band, instructor in otolaryngology; John N. Bennett, 
assistant in clinical radiology; William H. Boyce, 
instructor in urology; Courtland H. Davis, instructor 
in neurosurgery; Ralph W. Deaton, associate in 
clinical surgery; J. G. Klemm Harvey, assistant in 
pathology; Alanson Hinman, instructor in pediatrics 
and associate in psychiatry and neurology; John W. 
Hooker, associate in pathology; Elmer E. Pautler, 
instructor in pathology; Cabell Young, instructor in 
orthopedics; Norman M, Sulkin, associate professor 
of anatomy; and Fred C, Collier, instructor in path- 
ology. 

Dr. George T. Harrell, Jr., professor of internal 
medicine, during the week of May 11-17 served as 
professor of medicine pro-tem at Georgetown Uni- 
versity School of Medicine. The pro-tempore pro- 
fessorship is arranged primarily for the resident 
physicians of the institution. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 

Two Duke University physicians have just been 
elected to the highest offices of two national medi- 
cal societies. 

Dr. Eugene A. Stead, chairman of the Depart- 
ment of Medicine at Duke Medical School, was 
elected president of the American Society for Clin- 
ical Investigation for 1952-1953. 

Dr. James V. Warren, professor of medicine at 
Duke in July, was elected president of the Ameri- 
can Federation for Clinical Research at a joint 
meeting of the Society and the Federation in At- 
lantic City, New Jersey. 
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Other Duke doctors honored were Dr, Samuel P. 
Martin, associate professor of medicine, elected a 
member of the Society; and Dr. John B, Hickam, 
associate professor of medicine, appointed to a one 
year term as councilor to the Federation, 

At an earlier meeting of the American Gastro- 
enterological Association in Atlantic City, Dr. Ju- 
lian M, Ruffin, professor of medicine at Duke, was 


elected first vice president. 
™ 


Three Duke University researchers are among 71 
recipients from throughout the nation who have 
recently been awarded U, S. Public Health Service 
fellowships for medical research. 

Arthur F, Dratz of Oak Hill, New York, U. S. 
Public Health Service fellow in biochemistry, has 
been granted $1,333 for studies of carbohydrate 
metabolism in the kidney. 

Glen Roy Gale of Mount Croghan, South Caro- 
lina, U. S. Public Health Service fellow in physi- 
ology, received $2,000 for study on a fungus which 
causes a disease similar to tuberculosis. In this 
study, Gale is conducting a series of tests to deter- 
mine the effect of the fungus on isolated enzyme 
systems, on experimentally chronic infected mice, 
and on growth. 

Irving Green of New York City, research assist- 
ant in biochemistry, has been granted $2,000 for 
research on the metabolism of enzymatic and con- 
tractile systems. 

The current issue of the Medical Archives of 
Cuba, leading Cuban medical journal, features’ the 
Duke University Medical School. 

Some 15 Duke University doctors contributed six 
articles to the issue, which carries a picture of the 
Duke Medical School and a review of the school’s 
21 year history. 

Duke participated in the issue at the invitation 
of Dr. Carlos A. Fernandez, director and founder. 
of the Cuban publication. The articles, ranging from 
brain surgery to treatment of high blood pressure, 
were compiled and submitted at the request of Dr. 
W. C. Davison, dean of the Duke Medical School, 
through Dr, Clarence E, Gardner, Jr., professor of 
surgery. 


& 
* 


American money and know-how is paying off in 


Formosa, F. Ross Porter, Duke Hospital superin- 
tendent, said recently. 

Porter has returned from an assignment in For- 
mosa as consultant to the Mutual Security Agency. 
He and Dr. V. M. Hoge, assistant surgeon general 
of the U. S. Public Health Service, surveyed the 
provincial hospital system. 


NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


“Dr. Ringer Dies In New York 

Dr. Paul H. Ringer, one of Asheville’s most prom- 
inent physicians for more than 40 years, died in 
New York City recently at the age of 70. 

Born in New York City in 1881, Dr. Ringer came 
to Asheville in 1906, where until recent years he 
had been active in a variety of civic organizations. 
He received his degrees of bachelor of arts and doc- 
tor of medicine from Columbia University and took 
internships at St, Luke’s Hospital, Bethlehem, Pa., 
and Roosevelt Hospital, New York City. 

On establishing residence in Asheville, Dr. Ring- 
er’s interest turned to diseases of the chest, and for 
many years he was associated with the late Dr. 
Charles R, Minor in this specialty, Active in tuber- 
culosis work throughout the state, he served on the 
Board of Directors of the North Carolina Tubercu- 
losis Association for a period of 12 years. He was 
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a past president of the North Carolina Medical So- 
ciety, a president of the Southern Tuberculosis 
Conference, and vice president of the National Tu- 
berculosis Association. 


Miss Elizabeth Smith of Goldsboro is the new 
president of the North Carolina Tuberculosis Asso- 
ciation. Miss Smith was unanimously elected to the 
post at the annual meeting of the NCTA held in 
Raleigh on April 23-24. She succeeds Roland L. 
Garrett of Elizabeth City. 

Other officers and executive committee members 
elected at the meeting included: vice president, Dr. 
A. Derwin Cooper, Durham; secretary, Dr. R. B. C. 
Franklin, Mount Airy; treasurer, T. W. Steed of 
Raleigh; Roland L, Garrett, Elizabeth City; Dr. C. 
D, Eatman, Rocky Mount; Mrs. Jeff Johnson, Ra- 
leigh, Ralph H, Scott, Burlington; and Dr. Lynwood 
Williams of Kinston. 

New members at large on the Board of Directors 
are: A, L. Bechtold, Charlotte; Dr, D. R. Chadwick, 
Oxford; Harold Myrick, Lincolnton; Mrs. J. Roy 
Parker, Ahoskie; Dr. Gordon M. Wilkins, Charlotte; 
and Dr, S, D. Williams of Elizabeth City. 

New representative members of the Board of Di- 
rectors approved at the meeting included: Mrs, Gra- 
ham Poyner, Raleigh; Morris Lipinsky, Jr., Ashe- 
ville; Mrs. John S. Forrest, Hendersonville; and 


Tom Woodard of Wilson. 


One honorary member, Mrs. M. H. Courtney of 
Charlotte, was also elected at the meeting. 


* 


Frank W. Webster, Executive Secretary of the 
North Carolina Tuberculosis Association for the 
past 13 years has resigned in order to become Exec- 
utive Secretary of the American Trudeau Society, 
with headquarters in New York. 


* * * 


William D. Braswell has been appointed as a field 
secretary on the North Carolina Tuberculosis staff. 


* 


_ Complete returns for the 1951 Seal Sale show an 
Increase over 1950 of $18,862.54 or 4.5 per cent. The 
total sale for 1951 amounted to $441,067.00 while the 
1950 sale amounted tc $422,204.46. The largest in- 
crease was shown by the Beaufort County Tubercu- 
losis Association with a sale amounting to $8,312.25 
or $6,878.42 more than 1950. 

Highest per capita sale for counties with paid 
workers was shown by the Alamance County Tu- 
berculosis Association (24.3). For voluntary asso- 
ciations, Beaufort County led the way with a 22.4 
cents per capita. The per capita contribution for the 
state as a whole was 10.9 cents, P 


* 


Dr. E. E. Menefee, Jr., of the School of Medicine, 
Duke University, was elected president of the North 
Carolina Trudeau Society at its annual meeting held 
in Raleigh on April 23. Dr. Menefee succeeds Dr. 
R. B. C. Franklin of Mount Airy, 

Other officers elected at the meeting were: vice- 
president, Dr. C. D. Thomas, Western North Caro- 
lina Sanatorium at Black Mountain; secretary- 
treasurer, Dr. Hege Kapp of Winston-Salem. 

The featured speaker for the annual meeting, 
held in the Sir Walter Hotel, was Dr. David A. 
Cooper, president-elect of the American Trudeau 
Society, After the scheduled program, a short busi- 
ness meeting was held during which an invitation 
for membership tin the society was extended to 
those Wake County doctors who were not present 
members of the organization. 
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NORTH CAROLINA HEART ASSOCIATION 


Two new publications of interest to physicians 
are announced by the North Carolina Heart Asso- 
ciation. They are available free on request from the 
Association’s state headquarters, Miller Hall, Chapel 
Hill, or from any chapter. 

First of these is a revision of the wall chart, “The 
Classification of Patients with Diseases of the 
Heart,” which has gained wide acceptance as a 
guide to functional capacity and therapeutic classi- 
fication of a cardiac patient. Prepared by the Cri- 
teria Committee of the New York Heart Associa- 
tion under the chairmanship of Dr. Harold E. B. 
Pardee, the chart has proved useful in helping the 
physician to determine broadly how much activity 
the patient can perform, and provides a_ simple 
code for communicating with other physicians or 
with hospital or clinic personnel. 

“Diseases of the Heart and Blood Vessels—Facts 
and Figures,” a statistical booklet published by the 
American Heart Association in cooperation with the 
National Heart Institute, gives basic facts essential 
to understanding the place of heart disease as a 
major health problem of the times, The data are 
presented in a series of graphic charts, each of 
which is accompanied by a short statement of in- 
terpretation, understandable to the layman as well 
as the professional. A valuable feature is the list 
of simple definitions of the medical and statistical 
terms used. 


BOARD OF MEDICAL EXAMINERS OF THE 
STATE OF NORTH CAROLINA 
The Board of Medical Examiners will meet at the 
Sir Walter Hotel, Raleigh, on Saturday, August 2, 
1952, at 9 a. m, for the purpose of interviewing 
applicants for licensure by endorsement of creden- 
tials. 


NORTH CAROLINA ALCOHOLIC 
REHABILITATION PROGRAM 


Inventory, North Carolina’s bi-monthly magazine 
on alcoholic rehabilitation and emotional health edu- 
cation, entered its second year of publication last 
month with a 36 page May issue devoted largely to 
Aleoholics Anonymous, the society of recovered 
problem drinkers. 

In announcing its first anniversary, S. K. Proc- 
tor, director of the North Carolina Alcoholic Re- 
habilitation Program which publishes the journal, 
explained, “During the first year of publication, 
write-in requests for a place on the mailing list 
came from 175 North Carolina communities, 30 
states, 4 Canadian provinces, and one foreign coun- 
try. Inventory now goes to 12,000 readers, profes- 
sional and lay citizens interested in the problems 
of alcoholism.” 

Inventory is a public information service free to 
all groups and private citizens interested in re- 
habilitation through treatment and in prevention 
through education. Widespread use of the journal, 
especially by ministers, physicians, teachers, social, 
and health workers, is encouraged. For a place on 
the free mailing list, write Inventory, Box 9118, 
Raleigh, North Carolina. 


NEW HANOVER COUNTY MEDICAL 
SYMPOSIUM 
The annual symposium of the New Hanover 
County Medical Society will be held at Lumina 


Ballroom, Wrightsville Beach, on Friday, August 
22, 1952. Speakers will be: Dr. H. Hudnall Ware, 
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Jr., professor of obstetrics, Medical College of Vir- 
ginia, Richmond; Dr. Virgil Sydenstricker, 
professor of medicine, Medical College of Georgia, 
Augusta; Dr. E, P. Pendergrass, professor of radi- 
ology, University of Pennsylvania Medical School, 
Philadelphia; Dr, Joseph Stokes, Jr., professor of 
pediatrics, University of Tennessee College of Medi- 
cine, Memphis. 

This symposium is approved by the American 
Academy of General Practice for postgraduate 
training. 

The meeting will include a barbecue dinner and 
social hour in the evening. 


FORSYTH COUNTY MEDICAL SOCIETY 


Dr, Clarence E. Davis, assistant professor of ob- 
stetrics and gynecology at Duke University, ad- 
dressed the Forsyth County Medical Society at its 
monthly dinner meeting held on May 13. His sub- 
ject was “Infertility in Male and Female.” 


NEwWs NOTES 


Dr. F. M. Simmons Patterson and Dr, Joseph F. 
Patterson have announced their association in the 
practice of general surgery, with offices at 408 
Broad Street in New Bern. 


NATIONAL GASTROENTEROLOGICAL 
ASSOCIATION 


1952 Award Contest 

The National Gastroenterological Association 
again takes pleasure in announcing its Annual Cash 
Prize Award Contest for 1952. One hundred dollars 
and a certificate of merit will be given for the best 
unpublished contribution on gastroenterology or al- 
lied subjects, Certificates will also be awarded those 
physicians whose contributions are deemed worthy. 

Contestants residing in the United States must be 
members of the American Medical Association. 
Those residing in foreign countries must be mem- 
bers of a similar organization in their own country. 
The winning contribution will be selected by a board 
of impartial judges and the award is to be made at 
the Annual Convention Banquet of the National 
Gastroenterological Association in October of 1952. 

Certificates awarded to other physicians will be 
mailed to them. The decision of the judges will be 
final. The Association reserves the exclusive right 
of publishing the winning contribution, and those 
receiving Certificates of Merit, in its official publi- 
cation, The Review of Gastroenterology. 

Ali entries for the 1952 prize should be limited to 
5,000 words, be typewritten in English, prepared in 
manuscript form, submitted in five copies accom- 
panied by an entry letter, and must be received not 
later than September 1, 1952. Entries should be 
addressed to the National Gastroenterological Asso- 
ciation, 1819 Broadway, New York 23, New York. 

* He 
Course in Postgraduate Gastroenterology 

The National Gastroenterological Association an- 
nounces that its fourth annual course in post- 
graduate gastroenterology will be given at the 
Hotel Statler in New York City on October 23, 24, 
25, 1952. 

As in past years the course will again be under 
the direction and co-chairmanship of Dr. Owen H. 
Wangensteen, professor of surgery of the Univer- 
sity of Minnesota Medical School, who will serve 
as surgical co-ordinator, and Dr. I, Snapper, direc- 
tor of medical education of the Mt. Sinai Hospital, 
New York, who will serve as medical co-ordinator. 
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AMERICAN COLLEGE OF SURGEONS 


New surgical techniques and clinical develop- 
ments will be presented at the thirty-eighth annual 
Clinical Congress of the American College of Sur- 
geons to be held in New York City September 22 to 
26. More than 9,000 surgeons from all over the 
world are expected to attend the program of panel 
discussions, symposiums, surgical forums, motion 
pictures, cine clinics, color television and exhibits. 
Headquarters will be at the Waldorf-Astoria, Dr. 
Frank Glenn, surgeon-in-chief, New York Hospital, 
is chairman of the New York Committee on Ar- 
rangements. 

Dr, Alton Ochsner of New Orleans, 1952 presi- 
dent of the American College of Surgeons, will 
preside at the opening evening sessions, at which 
Dr. Harold L. Foss of Danville, Pennsylvania, will 
be installed as president for the year 1953. Dr. 
Evarts A, Graham of St. Louis is chairman of the 
Board of Regents, and Dr. Paul R. Hawley of Chi- 
cago is the director. 


NEWS NOTES FROM THE AMERICAN 
MEDICAL ASSOCIATION 


Doctors who could not personally attend the 
American Medical Association’s annual meeting 
June 9 to 13 in Chicago had the opportunity of 
viewing its high lights via television. As the na- 
tion’s top medical authorities reported to doctors 
on the latest medical developments, NBC mobile 
TV units moved through the corridors of the ex- 
hibit hall at Navy Pier, transmitting the news 
coast-to-coast. The telecasts were sponsored by 
Smith, Kline and French, Philadelphia pharmaceu- 
tical firm. 

* 

The A.M.A.’s membership department has gone 
mechanical. To facilitate the processing of member- 
ship records, more than 350,000 IBM cards — ap- 
proximately two and one-third cards per A.M.A. 
member — have been added to the department’s 
files. These cards contain statistics such as the 
physician’s dues payment, specialty, medical school, 
date of graduation, address, and birth date. This 
new system will make possible a record of member- 
ship which can be readily tabulated and processed. 

* 

To create a better understanding of one of the 
major causes of patient-doctor misunderstanding— 
the cost of illness—a new pamphlet has been de- 
signed for public distribution, Entitled “Your Mon- 
ey’s Worth in Health,” the booklet stresses the 
various aspects of patients’ medical bills and the 
cost of illness in relation to the national income. 
The pamphlet shows graphically that the cost of 
illness has not risen as much or as rapidly as other 
consumer goods, This illustrated eight page pam- 
phlet soon will be made available to A.M.A. mem- 
bers and medical societies for distribution to the 
general public. 

Three new chapters have applied for membership 
in the Student American Medical Association, bring- 
ing the total number of active and provisional chap- 
ters to 47. The new groups are located at Western 
Reserve University, the University of Southern Cali- 
fornia, and the State University of New York at 
Brooklyn. Organizational plans are being developed 
at other schools, including Northwestern, Vander- 
bilt, Tennessee, Cincinnati, New York Medical Col- 
lege, Iowa, North and South Carolina, Minnesota, 
and West Virginia, Recently the Student A.M.A.’s 
executive council voted to change the annual meet- 
ing date from December to June, effective with the 


1953 meeting. 
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The Board of Trustees has announced the ap- 
pointment of a full-time executive secretary for the 
American Medical Education Foundation. Mr. Hiram 
W. Jones, former director of finance for the Chi- 
cago region of the National Conference of Chris- 
tians and Jews, assumed his duties with the founda- 
tion May 1. An intensified campaign among state 
societies for voluntary contributions for the founda- 
tion is being conducted this spring. Russell F. Stau- 
dacher, who formerly directed the activities of both 
the American Medical Education Foundation and 
the Student American Medical Association, will de- 
vote his full time as executive secretary of the 
Student A.M.A. 


AMERICAN COLLEGE OF RADIOLOGY 


An editorial in the May issue of The American 
Journal of Roentgenology and Radium Therapy said 
that “vitamin A concentrates are probably super- 
fluous, certainly expensive, and potentially toxic 
preparations which should not be placed in the 
hands of mothers for daily feedings to healthy chil- 
dren.’ 

Citing the dangers of vitamin A poisoning, espe- 
cially among children who are not suffering from 
dietary deficiencies, the editorial said that medical 
control of vitamin administration at home is ex- 
tremely difficult because “the public gets most of 
its information concerning the magic of vitamins 
from commercial advertising.” 

“Commercial advertising,” the editorial contin- 
ued, “is understandably designed to create public 
belief that there is a widespread need for daily 
supplementary intake of vitamin A, that daily sup- 
plements prevent and cure a host of indefinite com- 
mon complaints, and that vitamin A concentrate is 
harmless. Physicians are almost helpless against 
the commercial exploitation which gushes endlessly. 

“The poisoning of healthy American children in 
the prophylactic feeding of vitamin A concentrates,” 
the editorial continued, “is especially regrettable 
because it is highly probable that there is no de- 
ficiency of vitamin A in ordinary infantile and ju- 
venile diets in the United States.” 


NATIONAL SOCIETY FOR CRIPPLED CHILDREN 
AND ADULTS 


In training the cerebral palsied child to speak, 
first consideration should be given to his psycho- 
logic, social and physiologic readiness and then to 
the direct speech training methods, according to 
Harold Westlake, Ph.D., director of the speech and 
hearing clinic, Northwestern University. 

To achieve this, Dr, Westlake has evolved a sys- 
tem during his years of work in the field which is 
detailed in a comprehensive guide entitled “A Sys- 
tem for Developing Speech with Cerebral Palsied 
Children,” just published by the National Society 
for Crippled Children and Adults, Dr. Westlake, in 
addition to his position at Northwestern, is coun- 
selor in speech pathology and audiology to the 
National Society—the Easter Seal Society—and is 
president of the American Speech and Hearing As- 
sociation. 

Copies of “A System for Developing Speech with 
Cerebral Palsied Children” are available at 25 cents 
each from the National Society for Crippled Chil- 
_ and Adults, 11 S. La Salle Street, Chicago 3, 

inois. 


WORLD MEDICAL ASSOCIATION 


Medical Editors Meeting 
Following the Sixth General Assembly of The 
World Medical Association in Athens, Greece, Oc- 
tober 12-16, 1952, there will be a meeting of the 
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Medical Editors of the World, Friday, October 17, 
1952. 

The tentative program for the conference includes 
medical-political editorials, control of advertising in 
medical publications, the extension of medical in- 
formation through abstract services, and medical 
publications in Latin America, in addition to a round 
table discussion on practical matters of medical 
publications (to include authors reprints, exchanges, 
etc.). 


INTERNATIONAL FERTILITY ASSOCIATION 


On October 18, 1951, in Rio de Janeiro, Brazil, 
delegates from 12 nations founded a new world 
medical society known as the International Fertility 
Association, The aims of this organization are: 
1. To study the problems of fertility and sterility 
in their broad implications, 

2. To stimulate scientific investigation and social 
awareness in the field of fertility and sterility. 

3. To standardize and orient nomenclature, term- 
inology, tests, and evaluation of diagnostic 
methods and therapy, throughout the world, 

4. To hold international congresses in the specialty 
in different parts of the world. These con- 
gresses are to be regularly scheduled. 

The First World Congress on Fertility and Ster- 
ility sponsored by the new society will be held in 
conjunction with the American Society for the 
Study of Sterility in New York City in May, 1953. 

For further information, write to Dr. Carlos D. 
Guerrero, Secretary-General, Miguel E. Schulz No. 
19, Mexico, D. F., or to Dr. Abner I, Weisman, As- 
sociate Secretary-General, 1160 Fifth Avenue, New 
York, New York. 

(BULLETIN BOARD CONTINUED ON PAGE 316) 


Classified Advertisements 


WANTED 


Young physician to take over large general 
practice and small fully equipped clinic in 
desirable North Georgia resort community for 
two years while present physician is in the 
Armed Services. For more details contact 
R. A. Burns, M.D., Box 435, Blue Ridge, 
Georgia, 


Iodized Salt Substitute Offered 
By Winthrop-Stearns 

Neocurtasal Iodized has been introduced by Win- 
throp-Stearns, Inc., as an iodinated salt substitute 
for use in low-salt and sodium-free diets, according 
to a company announcement. It was developed as 
a supplement to Neocurtasal, previously introduced 
by the company. 

Iodine was added to Neocurtasal because of its 
role as an essential food constituent, Winthrop- 
Stearns notes, adding that iodine directly affects 
all metabolic functions of the body. An insufficient 
intake of iodine may lead to a deficiency disease 
such as goiter, which is endemic in certain parts of 
the United States. The Central Plains region of ihe 
country suffers a high incidence of goiter, it‘ is 
pointed out, due to the low amount of iodine present 
in the soil and food. 

Neocurtasal Iodized is especially recommended 
when low-salt diets are prescribed for pregnant 
women, according to Winthrop-Stearns, 
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IN SUMMER 
ALLERGIES... 


transform discomfort 


into well-bein 2 


& 


Such a transformation initiated by Neo-Antergan enables 
many allergy patients to live comfortably through difficult 
Summer months when pollen levels soar. 


By effectively blocking histamine receptors, Neo-Antergan 
brings significant symptomatic relief with a minimum of 


undesirable physiologic effects. Your local pharmacy stocks 


Neo-Antergan Maleate in 25 
Promoted exclusively to the profession, Neo-Antergan is and 50 mg. coated tablets in 
available only on your prescription. bottles of 100, 500, and 1,000. 


The Physician's Product 


MALEATE 
COUNCIL a ACCEPTED (PYRILAMINE MALEATE) 


MERCK & CO., INC. 
Manufacturing Chemists 


Research and Production 


for the Nation’s Health 


RAHWAY, NEW JERSEY 


© Merck & Co., Inc, 
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AUXILIARY 


FOR YOUR INFORMATION 


Heretofore, your Auxiliary has utilized its 
Auxiliary page in the NORTH CAROLINA 
MEDICAL JOURNAL for items of interest to 
members of the Auxiliary and their physi- 
cian husbands. However, they have, in the 
last year, taken a step forward in publishing 
their own “Auxiliary News’—edited by Mrs. 
C. A. MeNeil, Jr., of Elkin. So far, there 
have been three issues. We would urge you 
to ask your wife to give you the privilege of 
reading these issues, as they contain news 
of our activities which will amaze you. We 
would like to point out, however, that copies 
of these go only to members of the Auxil- 
iary—a further reason for all doctors’ wives 
to join up. We would also like to acknowledge 
here our gratitude to the Hospital Care As- 
sociation of Durham, which is underwriting 
our first four issues. It is our plan at present 
to utilize our Auxiliary page in the JOURNAL 
hereafter for the purpose of letting you know 
what your Auxiliary is doing in any way in 
which we believe you may have particular 
interest. 

You will be proud to know that your 
Auxiliary is now a member of the North 
Carolina State Family Life Council and the 
North Carolina Health Council. This is cer- 
tainly indicative of our active participation 
in affairs which touch directly on the medi- 
cal profession. Again this year we were in- 
vited to attend the Advisory Committee of 
the State Nurses’ Association Meeting, which 
we did. We hope that through this associa- 
tion we will have a better understanding of 
their problems and be able to assist them 
more intelligently. At the time of the meet- 
ing our Auxiliary donated $200.00 toward 
the printing and distribution of a pamphlet 
on the recent report of the North Carolina 
Committee to Survey Nursing Needs in 
North Carolina and Nursing Education. So 
our aid is concrete as well as abstract. 

Always conscious of our part in the drive 
against socialized medicine, we have con- 
tinued to secure resolutions against this type 
of legislation, and a great deal of material 
has been distributed to laymen for the Na- 
tional Education Campaign of the A.M..A. 
Over 105 resolutions have been reported this 
year. 

Our Auxiliary president, Mrs. B. W. Rob- 
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erts, has been appointed to serve on the 
commission to study the financing of hos- 
pital care in North Carolina. Here again we 
are being allowed an opportunity to make 
our voice heard in the interest of health care 
throughout the State. 

Of monetary interest is the fact that we 
have finished, this year, the $10,000 Stevens 
Bed Endowment Fund; the McCain Endow- 
ment Fund was finished in 1950. We shal! 
be taking up two new projects at the May 
meeting. The amount obtainable by doctors’ 
children in the form of a Student Loan Fund 
has been advanced from $100.00 to $500.00 
a year. 

Growth: Four new County Auxiliaries 
have been formed—Person, Onslow, Frank- 
lin, and Randolph. We are growing by leaps 
and bounds, and our importance in your pro- 
fessional lives as public relations officers 
must never be underestimated. We have time 
for many things which you in your very busy 
profession do not have, and one of our chief 
aims is to further better understanding be- 
tween the laymen and the medical profes- 
sion. Working together we can accomplish 
much more than working singly. Your Auxil- 
iary is not just a social organization intended 
to give wives of doctors an opportunity to 
get together and gossip or commiserate with 
one another because they have married doc- 
tors. We are a working unit, a group which 
wishes to serve our communities and our 
State to the best of our ability. From all that 
is being done, it is no mean ability. For just 
one example, observe the excellent work the 
Auxiliary has been doing in the opening of 
new hospitals all over the state. There is a 
definite need for us—and we are filling that 
need. Urge your wives to join the Auxiliary 
—not just as “paid-up members” but as ac- 
tive, working members. We need them be- 
cause you need us. 

We know you will be glad to hear that 
almost every county auxiliary observed Doc- 
tors’ Day on March 30 in some fitting way, 
thus making communities more cognizant of 
the doctor’s importance to the community. 

One more thing: the president of the Aux- 
iliary is a participating board member of 
the American Cancer Society, North Caro- 
lina Division. 

All the above is merel,; a thumbnail sketch 
of your Auxiliary’s activities. We merely 
want to point out that you must never under- 
estimate the power of a woman—especially 
if she is a member of the Auxiliary. 
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Current Therapy 1952. Edited by Howard 
F. Conn. 849 pages. Price, $11.00. Phila- 
delphia and London: W. B. Saunders Com- 
pany, 1952. 

This volume has proven increasingly popular with 
practicing physicians. Each year a large group of 
experts in various diseases are asked to revise their 
concept of therapy, bringing it up to date. Each 
article is complete in itself, and is not written from 
the point of view of a description of recent advances 
only, Where more than one point of view may be 
held, two authors will each write a section inde- 
pendently. One interesting innovation in a book of 
this type is the rotation of authors after three years 
so that no section may become stagnant, 

The book is divided into sections by types of dis- 
ease, such as the generalized infectious diseases and 
respiratory, cardiovascular and digestive diseases. 
In each section the individual diseases are discussed. 
In a book with so many different authors, including 
189 new contributors this year, the style is quite 
variable. Fewer articles this year are written in 
telegraphic style. Each article makes liberal use of 
headings to separate acute from chronic instances 
of the disease, and to separate general from specific 
measures. Dosages of drugs are given in detail, and 
in many instances complete prescriptions are in- 
cluded. Outlines and tables for ready reference are 
used. 

The format is pleasing, with large type set in 
two columns to a page. No illustrations are used 


and no bibliography is included, The book admirably 
serves as an authoritative up-to-date discussion of 
proven methods of treatment and could be particu- 


larly useful to busy general practitioners who may 
see some diseases infrequently. 


Heart Disease. By Paul D. White, M.D., 
Executive Director, National Advisory 
Heart Council; Consultant to the Massa- 
chusetts General Hospital, Boston; Recently 
Clinical Professor of Medicine, Harvard 
Medical School, Ed. 4. 1015 pages. Price, 
$12.00. New York: The MacMillan Com- 
pany, 1951. 

The fourth edition of this standard work has been 
enlarged in format and generally improved. More 
emphasis is given throughout the book to historical 
orientation of the subject. A mural is reproduced in 
color at the frontispiece, and the first chapter is 
devoted to the evolution of our knowledge of the 
heart. Many chapters start with a short historical 
quotation. 

The first part of the book is devoted to the symp- 
toms and signs elicited in examination of the cardio- 
vascular system. The range of findings in the nor- 
mal heart is first discussed, The techniques of elici- 
tation of signs, as well as their interpretation, is 
described, Separate chapters are devoted to deter- 
minations of the blood pressure, x-ray techniques, 
a list of cardiographs, and other methods of record- 
ing the pulsation of heart and blood vessels. The 
chapter on the electrocardiogram has been revised 
to include material on special leads and vector analy- 
sis. The second part of the book discusses the causes 
and types of heart disease. The significance and 
prevalence of each type of disease is discussed in 
relation to the social and economic aspects of heart 
disease. The third part of the book discusses stric- 
tural cardiovascular abnormalities with separate 
*hapters on the myocardium valve, pericardium, and 
the peripheral blood vessels. The fourth part of the 
book discusses disorders of cardiovascular function 
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with chapters on congestive failure and disorders of 
rhythm, as well as a chapter on peripheral vascular 
dysfunction. 

Many simple line drawings are included in the 
book. Various technical charts illustrating physio- 
logic principles are reproduced. The bibliography is 
quite good, References are given at the end of each 
chapter and the reader is referred to other chapters 
under which associated references may be found. 
Classical references and those in the older literature 
are separated from the recent references in the 
years 1944 to 1950. The book is an excellent one 
from the clinical point of view for medical students, 
house officers, and practicing physicians, 


The Clinical Use of Fluid and Electrolyte. 
By John H. Bland, M.D. 259 pages. Price, 
$6.50, Philadelphia: W. B. Saunders Com- 
pany, 1952. 

This book is a rather comprehensive review of the 
normal electrolyte distribution in plasma, intersti- 
tial, and intracellular fluids, and the disturbances 
in this distribution in: water and sodium chloride 
depletion, congestive heart failure, potassium me- 
tabolism, pediatric patients, the aged and aging, 
surgical patients, renal disease, diabetes, diabetes 
mellitus, adrenal cortical insufficiency, syndromes 
due to exposure of the body to heat, and in shock, 
burns and other forms of traumatic injury. A chap- 
ter describes the physiologic effects of ACTH and 
cortisone in body fluid and electrolytes. 

The book is largely a compilation of the work of 
other investigators, and contains numerous refer- 
ences to their work, Extensive and occasionally ex- 
cessive use is made of the Gamble type of chart in 
explaining the shifts in ionic concentrations. These 
charts, while satisfactory, are more complicated 
than necessary in many instances, and would have 
been more effective had the abnormal been placed 
beside rather than below the normal. Adequate and 
easily read verbal description accompanies the 
charts, 

There is little discussion of the disturbances in 
hydrogen ion concentration which may accompany 
electrolyte shifts. 

The book is published by the inexpensive photo 
offset process. It will be useful to students, physi- 
cians, and surgeons interested in electrolyte dis- 
turbances, 


Diabetes in Pregnancy. By Ralph A. Reis, 
M.D., Evan J. DeCosta, M.D., and M. David 
Allweiss, M.D. 88 pages. Price, $2.50. 
Springfield, Illinois: Charles C Thomas 
Company, 1952. 

This book is a 72 page, well prepared discussion 
of diabetes during pregnancy. The book is divided 
into 14 chapters, beginning with the definition of 
diabetes and consideration of the various types 
which might be found, It includes also a discussion 
of the effects of pregnancy on diabetes, as well as 
the effects of the diabetes on pregnancy. 

The principles of management of the diabetic are 
completely outlined, and the book concludes with a 
discussion of the newborn infant of the diabetic 
mother. 

The authors point out that, although pregnancy 
presents a formidable problem in diabetes, careful 
management by the obstetrician and the physician 
caring for the diabetic patient will result in satis- 
factory termination of the pregnancy. 

The book is extremely well written and under- 
standable, and it should be in the possession of any 
person practicing obstetrics. 
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Their Mothers’ Sons. By Edward A. Streck- 
er, M.D, Ed. 2. 237 pages. Price, $3.50. 
Philadelphia and New York: J. B. Lippin- 
cott Company, 1951. 


In this very readable and enlightening book, Dr. 
Strecker has pointed up the greatest weakness of 
present day as well as all past civilizations—imma- 
turity. In spite of great technological advances, we 
as human beings have failed to grow up emotion- 
ally. Even with all the opportunities and advantages 
that our democratic way of government affords us, 
we in the United States of America have failed in 
this area of maturation. The author gives statistical 
evidence in the numbers of rejections and casual- 
ties, for psychiatric reasons, in World War II to 
support this truth. 

He traces this failure to its source, the “mom,” 
the emotionaily immature and sick pseudo-mother. 
In fairness to these sick women who prevent their 
children from growing up, he recognizes that there 
are “momarchial” tendencies in our democracy 
which foster “momism” and permit it to exist. He 
points out the real and imminent danger to our 
democratic ideal and way of life in this expose’ of 
the evils of overprotection, overindulgence, and 
fostering of the desire and need for se!f-satisfac- 
tion, without the balance of a sense of duty, of re- 
sponsibility to and consideration for others. Balance 
and adaptability are measures of maturity, and hap- 
piness and satisfaction in life stem directly and 
proportionately from these as by-products, He also 
brings to light some of the fallacies in our mass 
production, industrial, and economic systems, There 
is need in each individual for more creative self- 
expression, more purpose in his or her life. In addi- 
tion, there is need for more time and opportunity 
for quiet speculation, amalgamation, and spiritual 
communing. 

Dr. Strecker in several chapters tells us about 
“mom,” what she is and how she is. He contrasts 
“mother” and “mom,” points out their similarities 
and differences. There are no real absolutes in life, 
and the shading between these two types is some- 
times difficult to distinguish. There are many shades 
of gray between the black and the white, and so it 
is a matter of degree of “momism” also. He traces 
“mom’s” development from her “mom,” through the 
insecurity, the emotional frustration, the resulting 
hostility and resentment, not accepted and so lead- 
ing te guilt and repression. He recognizes the tre- 
mendous responsibility that mothers have in shap- 
ing the future of our nation and the world. He has 
great sympathy for them, and great admiration for 
those who do a good job. He has had much experi- 
ence with the offspring of those who have failed in 
this all important task of directing and encouraging 
maturation, He has little hope that a severe case 
of “momism” can be altered appreciably, but there 
is hope that with proper outside guidance, healthy 
environmental situations, and stimulating people and 
experiences some of the casualties of “mom” can 
be rehabilitated, and better still, if gotten at early 
enough, can be helped to grow to maturity in spite 
of “mom.” He does not neglect to point out the 
many mom-substitutes that the immature cling to 
in their efforts to achieve an adjustment in life— 
alcohol, “isms” of all sorts, and so forth. He urges 
that more time, effort, and money be spent in edu- 
cating the public to the need for emotional growth 
and the means whereby it can be attained. 

Finally, in the last chapter, Dr. Strecker points 
up a parallel between the Russian commuristic and 
the American democratic personality. Each is im- 
mature; each is on the cefensive, He traces the 
Russian back to the “swaddling clothes”—the overly 
rigid, strict, respressive type discipline in a pater- 
nalistic setting, which leads to repressed hostility 


and resentment, and suspicion of anything differ- 
ent. He recognizes this attitude as a threat to the 
free world. But he faces up also to the fact that 
the selfish, self-centered, over-protected and over- 
coddled child is equally as immature and equally as 
great a threat to the free world. He feels that the 
danger is imminent and that now is the time for us 
to face this problem of immaturity and to do all 
that we can to grow up as individuals, as a nation, 
and as a free world. 


Diagnostic and Experimental Methods in 
Tuberculosis. By Henry S. Willis, M.A., 
M.D., F.A.C.P., Superintendent and Medi- 
cal Director, North Carolina Sanatoria, Mc- 
Cain, North Carolina; and Martin M. Cum- 
mings, M.D., F.C.C.P., Director, Tubercu- 
losis Research Laboratory Lawson Veterans 
Administration Hospital, Veterans Admin- 
istration, Chamblee, Georgia. Ed. 2. 373 
pages. Price, $10.00. Sprinfield, Illinois: 
Charles C Thomas, 1952. 

This small book is the second edition of a work 
which first appeared in 1928, It is written with 
emphasis on simple dependable diagnostic methods 
applicable to a physician’s office. Many minor er- 
rors in technique commonly made in the laboratory 
are pointed out, along with methods of avoiding 
these pitfalls. The authors have clearly indicated 
their own personal evaluation of the methods dis- 
cussed. They have cited examples where the meth- 
ods in their hands have not lived up to first reports. 
Little evaluation is given of media which have been 
introduced since 1947. The new methods of deter- 
mining the in vitro susceptibility of organisms to 
streptomycin and para-aminosalicylic acid are given 
in detail. Indeed, the directions for performance of 
tests are given so simply and in such complete de- 
tail that it should be possible for any technician in 
any laboratory properly to perform the diagnostic 
tests. The written descriptions are well illustrated 
by clear-line drawings. 

The first portion of the book is concerned solely 
with laboratory diagnosis, The various materials 
sent to the laboratory are described along with the 
characteristics of the tubercle bacillus. Staining cul- 
ture and animal inoculation techniques are then 
described. The second portion of the book is con- 
cerned with related clinical and laboratory methods. 
The technique of giving the protective vaccine and 
of using the diagnostic material tuberculin is de- 
scribed, The newer serologic tests are discussed. The 
third part of the book discusses methods for the 
study of experimentally produced tuberculosis, The 
techniaue of inoculation of animals with various 
strains of tubercle bacilli, and the description of 
the results to be expected in the gross and micro- 
scopic findings, are described. 

The book should prove of great value in hospital 
and sanitorium laboratories. The profession in North 
Carolina is to be congratulated on having such a 
distinguished author among its members. 


JOURNALS WANTED 


The publishers of the NORTH CAROLINA 
MEDICAL JOURNAL are in need of addi- 
tional copies of the JOURNAL for July, 1951. 
Thirty cents will be paid for each copy of this 
issue which is received in good condition at 
Carmichael Printing Company, 118 West Third 
Street, Winston-Salem 1, North Carolina. 
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(CONTINUED FROM PAGE 311) 


THIRD COMMONWEALTH AND EMPIRE 
HEALTH AND TUBERCULOSIS CONFERENCE 


The Duchess of Kent, president of the National 
Association for the Prevention of Tuberculosis, has 
promised to attend the Association’s Third Common- 
wealth and Empire Health and Tuberculosis Con- 
ference to be held in London in July. Her Royal 
Highness was also present at the 1947 and 1949 
conferences organized by the NAPT, which for over 
50 years has been in the forefront of the campaign 
for the control of tuberculosis. 


DEPARTMENT OF THE ARMY 


More than 1,500 members of units of the Reserve 
Officers’ Training Corps at medical, dental, veteri- 
nary, and pharmacy schools throughout the country 
will participate in professional and field training to 
be held this summer at nine Army medical installa- 
tions, the Department of the Army announced re- 
cently. Excluding last year’s class, the group is the 
largest to take summer training since the estab- 
lishment of the Army Medical Service ROTC pro- 
gram. 

Medical ROTC members are proferred Reserve 
commissions as first lieutenants in the Medical 
Corps upon graduation, but are assured of at least 
one year’s civilian internship before being called to 
active duty unless selected for a military internship. 


FEDERAL SECURITY AGENCY 


Public Health Service 

Appointment of Dr. Otis L. Anderson as chief of 
the Bureau of State Services, Public Health Service, 
was announced recently by Dr, Leonard A, Scheele, 
Surgeon General of the Public Health Service of 
the Federal Security Agency. 

Dr. Anderson succeeds Dr, Joseph W. Mountin, 
who died suddenly on April 26. 

A former associate chief of the Bureau of Medi- 
cal Services, Dr. Anderson will direct the broad 
Federal-State and interstate programs of the Serv- 
ice. These programs encompass most of the public 
health activity carried on in cooperation with the 
states and with local communities, They include 
work in the fields of tuberculosis, venereal diseases 
and chronic diseases, water pollution control, occu- 
pational health activities and vital statistics, along 
with the administration of the Public Health Serv- 
ice grant-in-aid program to states. 

* * 

Dr, George Walter McCoy, internationally known 
scientist and, from 1915 to 1937, Director of the 
National Institute of Health, principle research fa- 
cility of the U. S. Public Health Service, died April 
2, 1952, in Washington, D. C., after a short illness. 
He was 75 years old. 

One of the nation’s top authorities on leprosy, 
Dr. McCoy was also widely recognized for his con- 
tributions in such fields as plague, tularemia, psitta- 
cosis, post-vaccination complications, and_ biologics 
control, He entered the Public Health Service in 
1900, headed the U. S. Plague Laboratory in San 
Francisco from 1908 to 1911, and was director of 
the Leprosy Investigation Station in Hawaii from 
1911 to 1915. In the latter year he became director 
of the Hygienic Laboratory, later renamed the Na- 
tional Institute of Health. 

* * * 
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New research findings which may lead to a rou- 
tine blood test for detection of early hardening of 
the arteries, and at the same time provide physi- 
cians with a blueprint to counter defects in blood 
causing the condition, have been reported by the 
Public Health Service of the Federal Security 
Agency. 

The findings stem from research on the role of 
heparin in the body’s ability to handle fat, con- 
ducted by Drs. Christian B. Anfinsen, Ray K. 
Brown, and Edwin Boyle, National Heart Institute 
of the National Institutes of Health. 

Heparin is most widely known as an anti-clotting 
agent, used in heart attacks and to improve circu- 
lation in frostbite. 

A complete report of the research study was 
published in the technical journal, Science (May 30). 
The work—a nine month investigation—has been 
carried on as a part of the research program of the 
National Heart Institute laboratories in Bethesda, 
Maryland. 


UNITED STATES ATOMIC ENERGY 
COMMISSION 


More than 600 universities, hospitals, and _ re- 
search laboratories in 46 states are using isotopes 
produced by the U. S, Atomic Energy Commission 
for medical, biologic, industrial, agricultural and 
scientific research, and medical diagnosis and treat- 
ment, the Commission stated in a recent report. 

The report, “Isotopes—A Five Year Summary of 
U. S. Distribution,” is available to the public from 
the Superintendent of Documents, U. S. Government 
Printing Office, Washington 25, D. C., for $1.00 per 
copy. A summary of isotope applications considered 
to be of significance to industry has been compiled 
from the Five Year Summary and printed separ- 
ately as document TID-5078 available at the Office 
of Technical Services, Department of Commerce, 
Washington 25, D. C., for 30 cents per copy. 


The resignation of Dr. Shields Warren as direc- 
tor of the U. S. Atomic Energy Commission’s Divi- 
sion of Biology and Medicine and the appointment 
of Dr. John C. Bugher as his successor was an- 
nounced recently by M. W. Boyer, AEC General 
Manager. Dr, Warren’s resignation as Division Di- 
rector is effective June 30, 1952, but at that time 
he becomes a member of the AEC’s Advisory Com- 
mittee for Biology and Medicine. 


VETERANS ADMINISTRATION 


A North Carolinian, Dr. Jesse F. Casey, manager 
of the Veterans Administration Hospital at Topeka, 
Kansas, transferred to the VA Central Office in 
Washington, D. C., June 8, 1952, as chief of the 
Hospital Psychiatry Section, Psychiatry and Neu- 
rology Division, VA announced, 

Dr. Casey will be succeeded by Dr, Robert C. An- 
derson, chief of Professional Services at the Topeka 
Hospital. 

In his new position, Dr. Casey will be concerned 
with the psychiatric program in VA’s 34 neuro- 
psychiatric hospitals and in 75 other VA Hospitals 
having neuropsychiatric sections. 

Dr. Casey is a native af Goldsboro, North Caro- 
lina. He obtained his A.B. degree in June, 1925, 
from Guilford College, Guilford, North Carolina, 
and his M.D. degree from the George Washington 
University School of Medicine in Washington, D. C., 
in 1931. He served his internship at St. Elizabeth’s 
Hospital in Washington, D. C., and took his resi- 
dency training in psychiatry at the same hospital. 

Both Dr. Casey and Dr. Anderson have worked 
closely with the extremely large residency training 
program at the VA Hospital in Topeka in conjunc- 
tion with the Menninger Foundation. 
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ADVERTISEMENTS 


Clinical Results* with Banthine Bromide 


(Brand of Methantheline Bromide) 


22 Published Reports Covering Treatment of 1443 Peptic Ulcer Patients with Banthine 


Comprising the reports published in the literature to date which give specific facts and figures of the results of treatment 


TYPES OF ULCERS 


RELIEF OF SYMPTOMS 
(Chiefly Pain) 


Side Effects 


Surgery 
Requiring 


EVIDENCE OF HEALING 


Jejunal | Stomai Good 


or 
No 


5 


Poor Ccmplete | Moderate 


Report of Drug? 


? 


Rossett, Knox, Stephenson 


TOTALS 


132 


131 52 


PERCENTAGES 


94 


93 66 


therapy was begun. 
which seven were penetrative lesions and five partially obstructive. 
5. No symptoms were present in four. 


6. Two with symptoms only; no demonstrable wicer. 

7. Three were psychopathic patients and one had a ventricular ulcer of the lesser curvature. 
8. Roentgen findings after treatment period of two weeks, forty seven had duodenal deformity 
9. All returned to work within a week. 


10. In these four, after relief of symptoms, Banthine was discontinued 


because of urinary retention. 


During the past two years, more than 200 ref- 
erences to Banthine therapy in peptic ulcer 
and other parasympathotonic conditions have 
appeared in medical literature. Of these re- 
ports, 22 have presented specific facts and 
figures on the results of treatment in a total of 
1,443 peptic ulcer patients, 67.8 per cent of 
whom were reported as chronic or resistant 
to other therapy. These results are tabulated 
above and show: 

“Good” relief of symptoms was obtained in 
81.3 per cent of the 1,405 patients on whom 
reports were available. 

“Complete” evidence of healing was ob- 
tained in 70.5 per cent of the 883 patients on 
whom reports were available. 

In all but 9.7 per cent, relief of pain was 
“good” or “fair.” In all but 22.9 per cent, evi- 
denceof healing was‘‘complete” or“moderate.” 


During treatment, 26 patients required sur- 
gery or developed complications other than 
ulcer which required discontinuance of the 
drug before results could be evaluated. 


Of the remaining 1,417 patients, only 3.7 per 
cent experienced side effects sufficiently an- 
noying to require discontinuance of the drug. 


*Volume containing complete references, with abstracts 
of 39 additional reports, will be furnished on request by 


G. D. Searte & Co., P. O. Box 5110, Chicago 
80, Illinois. 
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THE WORLD'S FINEST 


ROOM AiR CONDITIONERS | 


Cools, dehumidifies, filters, circu- 


lates, ventilates, exhausts. 


MODEL NO, M-342 % HLP. 


At your request our representative will make a survey of your 
cooling requirements at no charge. 


The Mitchell 5-Year Warranty is Your Assurance of Top Quality 


Powers & Anderson 
Norfolk, Va. Winston-Salem, N. C. 


Brom Our 


WESTBROOK 
PORTFOLIO 


psychiatric sanatorium 
employing modern diagnostic and 
treatment procedures—electro 
shock, insulin, psychotherapy, occu- 
pational and recreational therapy— 
for nervous and mental disorders 
and problems of addiction. 


This view of the Administration Building is typical of the 
restful beauty of the Westbrook 125-acre estate. 


WESTBROOK SANATORIUM 


PAUL V. ANDERSON, M.D. JOHN R. SAUNDERS, M.D. 


SANATOR [UM Staf: President Associate 
Ps estoy REX BLANKINSHIP, M.D. THOMAS F. COATES, M.D. 
Medical Director Associate 


P. O. Box 1514. RICHMOND, VIRGINIA Phone 5-324 
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For Summer weather convenience... 


If refrigeration is not available... f 
When mother and baby are traveling... An 


DeLuxe 


HE heat of summer is here. Now, more than 
a any other time of year, Baker’s Modified 
Milk, powder form, offers opportunities for 
successful infant feeding under adverse conditions. 


If refrigeration is not available in the home, or when 
mother and baby are traveling, Baker’s Modified 
Milk powder is safe, easily dissolved and easy to use. 


In the home, sufficient powder for each feeding may 
be measured into capped, clean, dry, sterile nursing 
bottles and warm, boiled water added at feeding time. 
When traveling, the bottles may be prepared at home, 


Main Office: Cleveland, Ohio 
Plant: East Troy, Wisconsin 


‘MOD 


BAKER’S MODIFIED MILK 


THE BAKER LABORATORIES INC. 
Division Offices: Atlanta, Dallas, Denver, 
Greensboro, N. C., Los Angeles, San Francisco, Seattle 


Made from Grade A Milk (U.S. 
Public Health Service Milk 
Code) which has been modi- 
fied by replacement of the milk 
fat with vegetable and animal 
fats and by the addition of car- 
bohydrates, vitamins and iron. 


* 


*When fed in normal quantities, pro- 

vides amounts of proteins, vitamins 
(except C), minerals and essential 
unsaturated fatty acids equal to or 
exceeding the daily recommended 
allowances of The Food and Nutri- 
tion Board of the National Research 
Council. 


BAKERS 
IFIED mILh 


and the boiled water carried in a thermos bottle. 


For the comfort of both mother and baby in hot 
weather traveling, we suggest that you specify Baker’s 


Modified Milk, powder form. 


Baker’s Modified Milk is also available in liquid form. 


When diluted to normal strength, both powder and 
liquid have the same analysis and both provide the 


same nutritionally adequate* formula. 


FO00S AND 
NUTRITION 


| 
| 
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BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatment by —— methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


wre three medical officers of the staff reside at the sanatorium and devote their full time 


to the care and service of the patients. 


TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 
staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 
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Highly effective * Well tolerated Imparts a feeling of well-being 


» 


~ 


Most menopausal patients 


g relief 


experience strikin 


n 
of symptoms with “premarin. 


; 


8202 AYERST, McKENNA & HARRISON Limited + New York, N. Y. * Montreal, Canada 
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APPALACHIAN HALL Asheville, North Carolina 


pos 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
drug habituation. 


Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, such as physiotherapy, occupational therapy, 
shock therapy, outdoor sports, horseback riding, etc. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or en suite with every comfert and convenience. 

For rates and further information write 


APPALACHIAN HALL, ASHEVILLE, N. C. 
WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


(Compliments of 


SERVICE Inc 


SURGICAL 


SUPPLIES 


AA 


CAROLINA SURGICAL 
SUPPLY COMPANY 65 Haywood Street 
RALEIGH DURHAM ASHEVILLE, North Carolina 


P. O. Box 1716 Telephones: 1004-1005 
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They'd make 


quite a family reunion... 


OF 
NEMBUTAL'S 
CLINICAL 
USES 


SEDATIVE 
Cordiovascular 


Hypertension 

Coronary disease 

Angino 

Decompensation 

Periphera! voscular diseose 
Endocrine Disturbances 
Hyperthyroidism 
Menopouse 


Nausea and Vomiting 

Functional or organic disease 
locute gastrointestinal 
end emotional) 

X-ray sickness 

Pregnancy 

Motion sickness 

Gastrointestinal Disorders 

Cardiosposm 

Pylorosposm 

Spasm of biliary troct 

Sposm of colon 

Peptic ulcer 


... the 44 patients who represent each of the many conditions a 


for which short-acting NEMBUTAL is effective. 


Even IF YOU'VE TRIED short-acting 


NEMBUTAL in no more than a few of 


its 44 uses, the advantages would still 
be apparent. 

You would already know, for example, 
how adjusted doses of short-acting 
NEMBUTAL can achieve any desired de- 
gree of cerebral depression, from mild 
sedation to deep hypnosis. 

You would be familiar with the rapid on- 
set, the brief duration, the rare incidence 
of cumulative effect and “hangover”. 
And, more important, you would know 
that short-acting NEMBUTAL’s smaller 
dosage—only about /a/f that required by 
many other barbiturates—results in less 
drug to be inactivated, marked clinical 
safety, definite economy to the patient. 
For further information, why not write 
for your copy of the new booklet, 
“44 Clinical Uses for NEMBUTAL"’. 
Just address a card to Abbott Labora- 


tories, North 


Chicago, Illinois. 


Biliory dyskinesia 


Irritability 
To combot stimulation of 
ephedrine alone, etc. 
Irritability Associated 
With Infections 
Restlessness and 
Irritability With Pain 
Central Nervous System 
Poralysis agitans 
Chorea 
Hysteria 
Delirium tremens 


In equal oral doses, no other barbiturate Mania 
combines QUICKER, BRIEFER, 
MORE PROFOUND EFFECT than... 


Nembutal 


(PENTOBARBITAL, ABBOTT) 


Traumotic 

Tetanus 

Strychnine 
Eclampsia 

Stotus epilepticus 
Anesthesia 
HYPNOTIC 

Induction of Sleep 
OBSTETRICAL 
Wausea and Vomiting 


SURGICAL 

Preoperative Sedation 
Basal Anesthesia 
Postoperative Sedation 
PEDIATRIC Sedation for: 
Special examinaticns 


Blood transfusions 
Administration of , 


FOR INSOMNIA 
“AND SIMPLE 


{ 
ty the 50-mg. (Car) 
“NEMBUTAL Sodium Capsule Minor surgery 

Preoperative Sedation 


4 
= 
Me 
| 
{ 
| 
| 
| 
if 
Aergic Disorders 
| 
| 
vulsant 
| 
Eclompsia 
Amnesia 
| 
| | 
| 
| 
a 
| 
| 
4) 


ADVERTISEMENTS 


June, 1952 


HIGHLAND HOSPITAL, Ince. 


FOUNDED IN 1904 


ASHEVILLE 


NORTH CAROLINA 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 
opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 

Medical Director 

Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 

Associate Director 


AFFILIATED WITH DUKE UNIVERSITY 


Have You Ever Prescribed a Residence Elevator? 


Invalids, older folks and people with heart ailments can now travel safely and 
easily from floor to floor. 


These elevators are neat, safe, and 
quiet—they probably cost less than 


persons. 


you think. 
Inclin-ator 
Travels up and down 
stairs. Seats fold up 
when not in use. 


Carries one or two 


Elevette 


This passenger eleva- 
tor fits in stairwell 
or other available 
space. Carries one to 


three persons, 


No overhead construction required. Operated 
by house current. Survey is free. 


MONARCH ELEVATOR & MACHINE CO., Inc. 


GREENSBORO. N. C. 


100 Beds 


Edgewood Sanitarium Foundation 
Orangeburg, South Carolina 


A non-profit institution for the study, care 
and treatment of emotional, mental, 
personality and habit disorders 
Licensed by S. C. State Board of Health 
Member of the S. C. Hospital Association 


Approved by American Medical Association 
Member of American Hospital Association 


All recognized psychiatric therapies 
are used as incicated 


For detailed information, write or call 


ORIN R. YOST, M.D., Director 


Phone 1620 


The 


eee FOR 
EXCEPTIONAL 
Thompson CHILDREN 
Homestead Year round private 


School 


250 acre farm near Charlottesville. 
Write for booklet. 
Mrs. J. BASCOM THOMPSON, Principal 


FREE UNION 


home and school for 
infants, children and 
adults on pleasant 


VIRGINIA 
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1APSULES 


Rapidly absorbed following oral administration, 


Crystalline Terramycin Hydrochloride Capsules 
elicit prompt therapeutic response in acute 


and chronic infections involving a wide range 


of organs, systems and tissues. Its broad spectrum 
of antimicrobial activity encompasses organisms 
of the bacterial and rickettsial as well as 


certain spirochetal, viral and protozoan groups. 


Supplied: 250 mg., bottles of 16 and 100; 
100 mg., bottles of 25-and 100; 
50 mg., bottles of 25 and 100, 


Terramycin is also available as: 


Elixir, Oral Drops, Intravenous, 


Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC., Brooklyn 6, New York 
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Specialized 
LABORATORY SERVICES 
Thyroid Activity 
determined by 
SERUM PROTEIN-BOUND IODINE 
a reliable index to presence 
and course of 
Hypo and Hyper Thyroidism 
now available routinely. 

(12 cc clotted blood required) 
FLAME PHOTOMETRY 
A safeguard against 
ELECTROLYTE IMBALANCE 
by most reliable, rapid instrument. 
SODIUM, POTASSIUM AND 
CALCIUM TESTS 


(1.0 cc serum each test—24 hrs. service) 
URINE 17 KETOSTEROIDS TESTS 
Available soon— 

Micro method 25 cc required 


Containers, instructions and rates on request for 
physicians and hospitals. 
Airmail—Special Delivery suggested. 


SHAW LABORATORIES 
1923 14th Ave., So. 
Birmingham, Alabama 
Office Pho. 4-4733 Night Pho. 54-5960 


Consulting Research 


BRAWNER’S SANITARIUM 


Established 1910 
SMYRNA, GEORGIA 
(Suburb of Atlanta) 


FOR THE TREATMENT OF 
Nervous and Mental Disorders, Drug 
and Alcohol Addictions 


Vv 


JAS. N. BRAWNER, M.D. 
Medical Director 
ALBERT F. BRAWNER, M.D. 
Dept. for Men 


JAS. N. BRAWNER, JR., M.D. 
Dept. for Women 


...FOR BOTH DOCTOR 
AND PATIENT 


@ The name Sealtest is your 
guarantee of rich, wholesome 
dairy foods—healthful refresh- 
ment at its nourishing best. 


Souitheon Daurios 


ICE CREAM 
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ACCIDENT e HOSPITAL e SICKNESS 


INSURANCE 


FOR PHYSICLANS, SURGEONS, DENTISTS EXCLUSIVELY 


PHYSICIANS 
SURGEONS 


ALL 


COME FROM 


HOSPITAL BENEFITS 


Single Double Triple Quadruple 
60 days in Hospital 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
30 days of Nurse at Home 5.00 per day 10.00 per day 15.00 per day 20.00 per day 
Laboratory Fees in Hospital ; 5.00 10.00 15.00 20.00 
Operating Room in Hospital 10.00 20.00 30.00 40.00 
Anesthetic in Hospital 10.00 20.00 30.00 40.00 
X-Ray in Hospital ia 10.00 20.00 30.00 40.00 
Medicines in Hospital si : 10.00 20.00 30.00 40.00 
Ambulance to or from Hospital 10.00 20.00 30.00 40.00 
DISABILITY COSTS (Quarterly) 

Adult 2.50 5.00 7.50 10.00 
Child to age 19.0000 1.50 3.00 4.50 6.00 
$5,000 accidental death Quarterly $8.00 $15,000 accidental death Quarterly $24.00 
$25 weekly indemnity, accident and sickness $75 weekly indemnity, accident and sickness 

$10,000 accidental death Quarterly $16.00 $20,000 accidental death Quarterly $32.00 
$50 weekly indemnity, ident and sick $100 weekly indemnity, accident and sickness 

COST HAS NEVER EXCEEDED AMOUNTS SHOWN 
$4,000,000.00 PILTYSICIANS CASUALTY ASSOCIATION $18,700,000.00 
INVESTED ASSETS PITDYSICIANS HEALTH ASSOCLTATION PAID FOR CLAIMS 
50 years under the same management __. 
400 FIRST NATIONAL BANK BUILDING OMAHA 2, NEBRASKA 


$200,000.00 deposited with State of Nebraska for protection of our members 


GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, GREENSBORO, 
M.D. North 
1904 Carolina 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 
are to be found. 

WORTH WILLIAMS, Business Manager R. M. BUIE, JR., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 


Medicine: 
Alexander G. Brown, Jr., M.D. 
Manfred Call, II, M.D. 
Morris Pinckney, M.D. 
G. Brown, III, M.D. 


John D. Call, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


Orthopedics: 
Beverly B. Clary, M.D. 
Pediatrics: 
Charles P. Mangum, M.D. 
Algie S. Hurt, M.D 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


UDirector: 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Williams, nD: 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 


Fred M. M.D. 
O. Snead 
B, Frischkorn, Jr., M.D. 


William C. Barr, M.D 
Physiotherapy: 


Irma Livesay 


Bacteriology: 
Forrest Spindle 


Charles C, Hough 


SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


100 bed private psychiatric hospital for the treatment of nervous and mental disorders, 
including alcoholism and addiction. 


James P. King, M.D. 


Director 
Daniel D. Chiles, M.D. 


James K. Morrow, M.D. 
Wendell T. Wingett, M.D. 


Thomas E. Painter, M.D. 
James L. Chitwood, M.D. 


Medical Consultant 
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To Members of the Medical Society of the State of North Carolina 


Are you insured under your Society’s Group Accident and Health Plan? 
SPECIAL ADVANTAGES 


Below are some of the advantages to you in your Society’s Group Policy, which cannot 
be duplicated individually on the open market. 
1. Covers all types of disability. 
2. Company cannot cancel or restrict your benefits, regardless of number of claims, 
or kind of disease. 
3. Cost at least a third less, due to your Society’s special group rates. 


MORE THAN $400,000.00 IN BENEFITS ALREADY PAID TO NORTH CAROLINA MEDICAL 
SOCIETY MEMBERS INSURED UNDER THIS PLAN SINCE 1940 


PLANS AVAILABLE 
Dismemberment Accident and 
Benefits, Up to Sickness Benefits Premium Premium 
$ 5,000.00 $ 25.00 weekly $ 45.00 $23.00 
10,000.00 50.00 weekly 90.00 45.50 
15,000.00 75.00 weekly 131.00 66.00 
20,000.00 100.00 weekly 172.00 86.50 
($433.00 per month) 


Annual Semi-Annual 


Accidental Death 

1 $2,500 Principal 

2 5,000 Principal 
Plan 3 5,000 Principal 
4 5,000 Principal 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE TODAY TO 


J. L. CRUMPTON, State Mer. 


Professional Group Disability Division 


Box 147, Durham, N. C. 
—Representing— 
COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 


INDEX TO ADVERTISERS 


XX Physicians Casualty Association 
Ayerst, McKenna & XIX Physicians Health Association 
XXIV Schering Corp IX 
Broadoaks Sanatorium XVIII G. D. Searle & “Xv 
Glenwood Park Sanitarium XXV thompson Homestead XXII 
Hospital Savings Assn, of N. Cy Ill Upjohn Company XIII 
Lederle 2nd Cover The Wander Company X 
Eli Lilly and Company.................... 
Mead Johnson & Company... 4th Cover Winchester Surgical Supply Company 
Merck & Company 312 Winchester-Ritch Surgical 
Monarch Elevator & Machine XXII Wwinthrop-Stearns, Ine. _XI 


Parke, Davis & Company............ XXVIIT & 8rd Cover Wyeth, Ime. VII 


| XXVII 
| 
| 
q 
| 
| 
| iad 
| 
| 
| 


rapid response 


Chloromycetin 
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CHLOROMYCETIN produces prompt clinical 
response in the mixed infections commonly 
found in pelvic inflammatory disease. “In mixed 
infection [pelvic cellulitis and abscess] 


CHLOROMYCETIN appears to be superior 


to penicillin, streptomycin or sulfadiazine.”! 


“The clinical response to chloramphenicol 
consisted of marked symptomatic improvement, 


usually within 48 hours. ... 


“Women who had large pelvic abscesses 

were treated so effectively with chloramphenicol 
that posterior colpotomy, with drainage 

of the abscess, was not necessary in effecting 

a rapid cure in any cf our patients 

who were treated with this antibiotic 


from the start.”? 


CHLORKOMYCETIN (chloramphenicol, 

Parke-Davis) is supplied in a variety of 

forms including: 

CHLOROMYCETIN Kapseals®, 250 mg., bottles 
of 16 and 100, 


CHLOROMYCETIN Capsules, 100 mg., bottles 
of 25 and 100, 

CHLOROMYCETIN Capsules, 50 mg., bottles of 
25 and 100, 

CHLOROMYCETIN: Ophthalmic Ointment, 1%, 
¥%-ounce collapsible tubes. 


CHLOROMYCETIN Ophthalmic, 25 mg. dry 
powder for solution, indi- 
vidual vials with droppers. 


1, Greene, G. G.: Kentucky M. J. 50:8, 1952. 
2. Stevenson, C. S., et al.: Am. J. Obst. & Gynec. 61:498, 1951. 
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LACTUM 


As nutritionally 


Physicians can depend on Lactum’s nutritional 
soundness. Lactum’s milk protein (16% of 
“1. 2° total calories) provides generously for sturd 
as it Is growth and Milk 
tributes fat of high quality. Dextri-Maltose® is 
incorporated to “balance” the formula—so that 
energy needs may be met, fat properly metabo- 
lized, and protein “spared” for its essential 
functions. 
Cow’s milk and Dextri-Maltose formulas with 
Lactum’s approximate proportions have been 
used successfully for forty years. 


EVAPORATED 
WHOLE MILK and DEXTRL-MALTOSE® 


A 1:1 dilution 
supplies 20 calories 
ie per fluid ounce 


Mothers appreciate Lactum’s convenience. Feedings 
are prepared simply by adding water. The 1 to 1 dilution 
of Lactum and water (volume for volume) eliminates 
complicated measurements. 
Infants thrive on Lactum. Clinical observations* report 
infants fed Lactum show good tolerance of feedings, 
low incidence of digestive disturbances and infections, 
satisfactory growth response, and a generally “excellent” 
picture of health and development. 

*Frost, L. H., and Jackson, R. L.: Growth and Development of Infants 


Receiving a Proprietary Preparation of Evaporated Milk with Dextri-Maltose 
and Vitamin D, J. Pediat. 39:585-592 (Nov.) 1951. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,I1ND.,U.S.A. 
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“porated, canned 


